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ORIGINAL COMMUNICATIONS. 


TUBERCULOSIS OF THE NOSE, WITH REPORT OF A CASE 
OF PRIMARY TUBERCULOSIS.* 
BY CLEMENT F. THEISEN, M.D. 
Instructor Diseases of the Nose and Throat, Albany Medical College. 

The report of asingle case of any disease is not always of much 
value, but considering the fact that nasal tuberculosis and _ particu- 
larly primary tuberculosis of the nose is so rare, the following case 
was considered of sufficient importance to be reported rather fully. 

History: G. H., aged thirty-six, a very strong, healthy man, mar- 
ried and having healthy children, consulted me about nineteen months 
ago (April, 1896,) for what he supposed to be a cold in the head. 
The patient had had rather a severe attack of ‘‘grip’’ some months 
before, and since that time had been conscious of more or less ob- 
struction of the left nostril with considerable secretion. The patient’s 
family history was of the best, no cases of tuberculosis or syphilis as 
far as known. The patient himself had always been exceptionally 
strong and well (over six feet in height and broad in proportion). 
He gave a history of having had a chancre some years before. The 
other symptoms given were so incomplete that it could not be posi- 
tively determined whether he had really had syphilis or not. There 


*Read before the Albany County Medical Society, Decembtr 15, 1897. 
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were no present indications, nothing could be discovered on exam- 
ination that even remotely suggested a previous syphilis, The exam- 
ination of the lungs, made also very carefully by his family physi- 
cian, was negative. The other organs were apparently in a perfectly 
healthy state. 

Absolutely nothing abnormal could be found in any part of the 
body. The examination of the sputum was also negative. The 
post. nares, pharynx and larynx, with the exception of a slight chronic 
pharyngitis were in excellent condition. On examining the ant. 
nares, the inferior turbinal and septal mucous membrane of left nos- 
tril was seen to be somewhat inflamed. There was a growth a little 
larger than a small cherry with an irregular surface, looking almost 
like a raspberry, on the cartilaginous septum. This was attached 
to the septum by a rather broad base, was not freely movable, 
and rather firm to the touch. An operation with the cold snare was 
advised, but the patient not desiring an operation at this time, was 
given a mild alkaline spray and told to present himself from time to 
time for examination. This he did not do; he did not come again 
for overa month. The tumor, which had grown a little in the inter- 
val, involving part of the cartilaginous septum anteriorly, had a 
marked irregular grayish-red surface and presented a small ulcer at 
one point. 

Potassium iodide was given, running up the dose in the usual way, 
until quite large amounts were taken, three times a day. This was 
continued for several weeks with suitable local treatment. The nasal 
condition not only did not improve under the iodide, but indeed grew 
considerably worse and the tumor increased in size slightly. The 
discomfort from the nasal obstruction being now so great, the patient 
consented to an operation. Cocaine was applied and the larger part 
of the growth removed with a cold wire snare, the loop being tight- 
ened very slowly. There was very little bleeding. What was left 
of the tumor was destroyed by the electric cautery. 

As a positive diagnosis could not be made, not knowing the nature 
of the growth, the piece removed was submitted to Dr. L. H. Neu- 
mann for examination. His report is as follows: 

Albany, June 12, 1896. 

The specimen submitted to me for examination is histologically a 
granulation growth, containing numerous tubercle bacilli. 

Leo H. Neumann. 


The tuberculous nature of the growth being now determined, vigor- 
ous local treatment was applied. The place of attachment of the 
tumor was cauterized, and subsequently concentrated solutions of 
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lactic acid (beginning with a 40 per cent and increasing to an So 
per cent solution), with iodoform insufflations, were used. The 
nose got entirely well, the tuberculous process did not extend farther 
than its original seat, and now, over a year and a half later, the man 
is absolutely well and presents a normal septum. I saw him last two 
weeks ago and he is in excellent condition in every way. 

There is no doubt that lactic acid in sufficient concentration cures 
some localized tuberculous conditions, particularly in a place as easy 
to get at as the cartilaginous septum. 

Snow (3) reaches this conclusion. The result of the microscop- 
ical examination would seem to prove without a question, and, of 
course, does prove, that we had to deal with a tuberculous tumor of 
the nasal septum. The clinical diagnosis is, of course, by no means 
easy without the aid of a microscope, and cannot be made positively. 
If the differential diagnosis is considered it will be seen that this is 
true, Beginning, malignant growths often present almost similar ap- 
pearances, and it is quite possible, as Manasse (g) states, to have 
a true, distinct, separate syphilitic tumor, which may even be at- 
tached to the mucous membrane by a pedicle. This fact does not 
seem to have been recognized by most writers on the subject. 
Manasse reports several such cases. Microscopically, the tumors in 
his cases were made up of round cells, and between these traces of 
spindle cells. Connective tissue had already formed in places. The 
walls of the arteries were thickened. In the connective tissue were 
lighter-colored areas, in the centers of which were one or two distinct 
giant cells (Langhan’s type). His tumors then were made up of a 
chronic granulation tissue with giant cells, very much like the tuber- 
culom that develops in the nose and larynx of tuberculous individ-, 
uals. As shown by Finder (16), it is sometimes almost impossible 
to differentiate an ordinary granulation growth from a small-celled, 
round-celled sarcoma. 

These tuberculous tumors have best been described by Chiari (10), 
Hajek (11), and Panzer (12). 

Right here, it must be remembered, however, that a very impor- 
tant point in the differential diagnosis is, that in the sypAz/itic tumors 
there. are zever real tubercles with cheesy centers, and Manasse 
never found in them the tubercle bacillus. The following important 
distinctions may be drawn: 

A. ‘That nasal syphilis is always accompanied by a very severe 
inflammatory condition of the surrounding mucous membrane. Not 
so as a rule in tuberculosis. 
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B. ‘That the favorite location for specific lesions is the bony 
septum, and in tuberculous the cartilaginous. 

C. ‘In syphilitic bone destruction there is most always a very 
offensive foetor of the purulent secretion. Rare with tuberculosis. 

D. ‘In ulcerative nasal syphilis, as a rule, there is headache or 
neuralgias of trigeminus branches; usually absent in tuberculosis.’’ 
(Zarniko. ) 

Too much dependence should not be placed on the third point, as 
the character of the secretion varies so much in different affections of 
the nose. 

The formation of tumors usually speaks for tuberculosis, although 
it is possible, as Michelson says, to have a polypoid hyperplasia in a 
luetic subject. 

Genuine tumor formation in nasal syphilis has apparently only been 
observed by Manasse and Seiler. Seiler saw it in two cases, a man 
of thirty-eight and a woman of twenty-eight. In the newer text- 
books, as that of Gerber (13), primary syphilitic affections of the 
nose are said to occur in the nasal tip or ale nasi. 

Seifert has collected twenty-seven such cases, in which in the ma- 
jority the alz nasi, and almost zever the nasal septum, was involved. 

The gumma is the anatomical base of tertiary nasal syphilis. 
This, if energetic anti-syphilitic treatment is not quickly used, usually 
rapidly breaks down, giving an entirely different picture from the 
distinct and firmer tumor of nasal tuberculosis. 

The fact that this patient did not improve under iodide of potash, 
but even grew worse, is another argument against a syphilitic growth. 
Even mixed tuberculous and syphilitic local affections get better with 
a general syphilitic and local tuberculous treatment. The reason 
why uncomplicated local tuberculous affections in the nose or larynx 
usually get worse when iodide of potash is given, is probably be- 
cause the iodide causes irritation and even inflammation of mucous 
surfaces, thus presenting a more favorable soil for the further develop- 
ment of the tuberculous process. 

Finally, malignant neoplasms are often very difficult to differen- 
tiate clinically, from a condition like the one under discussion. We 
have also the neoplastic form of nasal tuberculosis which looks very 
much like an ordinary papilloma, or beginning malignant growth. 
Hellman reported six cases of malignant nasal tumors. Here, too, 
the microscope was necessary to clear up the diagnosis. The his- 
tological structure of one of Hellman’s cases was like that of a bleed- 
ing septal polypus. Bleeding, as given by Dreyfuss, is an important 
diagnostic sign between nasal sarcoma and carcinoma. Spontaneous 
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hemorrhage is rare in carcinoma. The reason for this, as explained 
by Hellman, is, that in carcinoma the relatively few blood vessels lie 
well protected in the stroma; in sarcoma, there are many vessels and 
very superficial, frequently simply covered by athin layer of epithe- 
lium. 

Lupus nodules in the nose must be considered. Lupus, however, 
belongs in a special classification. Why the tubercle bacillus should 
produce a different form of the disease in lupus is not known, In 
the nose, lupus is perhaps almost always secondary. With the ex- 
ception of several cases seen by Schmidt (18), few primary cases 
have been observed. 

Taking into consideration all the above facts, I think we are justi- 
fied in calling this case one of primary nasal tuberculosis, and one of 
the very rare primary tuberculous tumors. We have only the right 
to call such a growth a tuberculoma when it is made up mainly of 
tubercles and contains some bacilli (also Bresgen, 20). And only 
justified in calling a case primary tuberculosis, when an exact exam- 
ination does not reveal tuberculosis in any other part of the body. 

The nasal tuberculosis, and particularly primary nasal tuberculosis, 
is very rare, all authors agree. In a fairly thorough search of the 
literature of a number of years, I was able to find comparatively few 
reported cases. Chiari collected only twenty cases of true nasal 
tuberculosis; of course the secondary cases are far more common 
than the primary. 

Bosworth (17) very truly states, that tuberculosis invades the 
nasal passages with greater rarity than any other part of the respira- 
tory tract. Willigk found in 476 autopsies of tuberculous cases only 
one case in which the nose was involved; Weichselbaum found two 
cases in 164 autopsies; Baurowics (6) reported three cases of primary 
nasal tuberculosis. Two were cases of tuberculous tumors of the 
septum, occurring in otherwise perfectly healthy women. Tubercle 
bacilli were only found in one of his three cases. In Gaudier’s (19) 
case of tuberculoma, there were tubercles, but zo giant cells and xo 
bacilli. (His was secondary.) The patient had advanced laryngeal 
and pulmonary tuberculosis. Sixteen cases and six of lupus have 
been reported from Stoerk’s clinic by Koschier (1). Eleven showed 
tumors on the septum. Wroblewski (8) saw two cases, one a tumor 
on the septum, the other a tumor of the inferior turbinate. In both 
giant cells and bacilli. R. Sachs (21) (22) gives the histories of two 
cases of primary tuberculous tumors on anterior portion of cartilagin- 
ous septum, and one case in a boy of ten. Diagnosis was confirmed 


by microscopic examination. A case of primary ‘nasal tuberculoma 
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has been reported by Polyak (23). Other cases of nasal tubercu- 
losis have been reported by Farlow (5), Pluder (2), Herzog (7), 
V. Gerszewski (15), Hicquet (24), Boluminski (25), and Hill (26). 

In conclusion let us consider for a moment some of the interesting 
features of this case. We had here a local tuberculous condition 
suddenly developing in a perfectly sound, strong man. Whether his 
attack of influenza, shortly preceding the tuberculosis, had anything 
to do with its development cannot, of course, be positively de- 
termined. A great many people get influenza, and with it severe at- 
tacks of acute coryza. The experiments of Straus‘, are interesting. 
He examined the dust and mucus from the nasal cavities of twenty- 
nine persons, all in the best health, with no indications of tubercu- 
losis. Bouillon cultures were made with this mucus. Twenty-nine 
guinea pigs were taken and the fluid injected into the peritoneum of 
each one. Seven died of septicemia or purulent peritonitis, thirteen 
remained healthy; nine got tuberculous processes which plainly 
started in the peritoneal cavity. This simply shows that tubercle 
bacilli are often present in the noses of healthy persons coming in 
contact with tuberculous subjects, and, as a result, primary tubercu- 
lous lesions might easily develop there. The severe coryza that our 
patient had may have caused a slight erosion or ulcer of the septal 
mucous membrane, and, unfortunately for him, the tubercle bacillus 
there gained an entrance into the deeper tissues and produced this 
beautiful example of a tuberculous tumor. 

It is a wonder that cases of primary nasal tuberculosis are not more 
common, as most everybody is liable to get tubercle bacilli in the nose, 
and investigations have shown that bacteria may penetrate into un- 
broken mucous surfaces, even through the epithelium (Wright). In 
many cases they are then destroyed by phagocytosis. 

Time only will tell whether this patient will ever develop a further 
tuberculous condition, but for the present, at any rate, we must con- 
sider him cured, 


172 Washington avenue. 
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Ozena Treated by the Serum Method. 

In this article, Dr. Compaired states that up to the present time the 
serum treatment is the most effective measure in ozena. (Archiv. 
Lat. de Rhin., Laryng. and Otol.) After rehearsing the various 
effects of this treatment and the results obtained, he states that this 
method is not free from inconvenience and danger. It has, how- 
ever, afforded the best results, and for this reason is worthy of fur- 
ther trial. SCHEPPEGRELL. 














THE USE OF OIL FOR THE DESTRUCTION OF LARVZ IN 
THE NASAL CHAMBERS. 
BY W. SCHEPPEGRELL, A.M., M.D., NEW ORLEANS, LA. 

The interesting articles by Drs. M. A. Goldstein, Hal. Foster 
and J, Steele, on larve in the human nostrils, published in the De- 
cember number of THr LAryNGoscopkE, calls to mind a similar case 
in the practice of the writer. 

About two and a half years ago a patient applied who had long 
suffered from fetid atrophic rhinitis of a marked character, and who 
had developed, a few days before, severe pain in the nostrils and a 
fetid discharge, which, on inspection, was found to be due to the 
presence of larve of the meat-fly, musca (Calliphora) vomitaria. 
The history indicated that the eggs had been deposited while the 
patient was sleeping in the open air. In this connection, I would 
state that in many of the muscide, to which genus this insect be- 
longs, the vagina has, as a seminal receptacle or uterus, a spacious 
and sometimes two-lobed reservoir in which the fecundated eggs are 
accumulated in great numbers, and remain until the larve are suf- 
ficiently developed, so that these insects are really viviparous. This 
may account for the reaction which sometimes follows so rapidly 
after the first infection. 

I had long realized that the majority of medicaments intended to 
destroy these larve, when found in the nasal chambers, were ineffi- 
cient, as these insects are able to tolerate much stronger solutions 
than can be borne by the nasal mucosa. This refers not only to the 
various chemicals which have been advocated, but also to the appli- 
cation of electricity, which Voltolini (Die Anwendung der Galvano- 
Kaustic, Vienna, 1872,) advises in this condition. From his ex- 
periments on small animals, he found that the larve were numbed 
by a constant or faradic current, and were killed after its long appli- 
cation. He mentions a curious circumstance, that when the direct 
current with interruptions is applied, the larvae begin to move about 
rapidly and to creep away, usually against the direction of the cur- 
rent. He does not find it necessary that the electrode should come 
in contact with the larve. 


This method is not to be recommended on account of the fact that 
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the mucous membrane of the nose is very sensitive to electric excita- 
tion, and also the neighborhood of the important nerves and the 
brain. From personal experiments, I have found that larve and in- 
sects generally resist the action of currents which are quite painful to 
human beings. 

One substance, however, which destroys by occluding the respira- 
tory organs of the insects, and which is innocuous to the human tissues, 
is oil, such as sweet oil, liquid vaseline, etc., which aré not referred 
to in the interesting articles in the December number of THE LAryn- 
GOSCOPE, or in the literature of this subject. Respiration is carried 
on by an intricate system of tubes (pulmonary trachea) which open 
by pores (spiracles or stigmata) in the sides of the body. These are 
blocked by the free use of oil, thus causing suffocation. 

In the case referred to, the oil acted with much success, 
glymol being used. It was first applied in the form of a continuous 
spray, this being successful in dislodging a considerable number of 
the larve at the first sitting. At the second sitting, it appeared that 
there was a number of larve in the upper region of the nostril, 
which could not well be reached, and, with a view of effecting this, 
the patient was placed in the horizontal dorsal position with the head 
hanging down, and the nostrils were then completely filled by pour- 
ing the warm oil into the nasal cavities. This method was appar- 
ently successful in destroying all the larve in four sittings. A week 
later, however, another sitting was required, which resulted in dis- 
lodging two more of the larvez, after which there was no further 
evidence of these parasites. 

As this method is successful in destroying the larve without the 
least irritation of the delicate structure of the nasal chambers, it 
should be added to the therapeutics of this subject. 


Epistaxis in Typhoid Fever. 


After examining a number of cases with this symptom, the author 
found that the origin of the bleeding was from a site one-quarter or 
one-third of an inch from the outer margin of the septum on one or 
both sides. A few moments pressure over the alw continued will 
often be sufficient to arrest the bleeding.—R. W. Ewing, M. D.— 
(Med. Record, Dec. 27, 1897.) LEDERMAN. 








CHLOROFORM AS A THERAPEUTIC AGENT IN CASES OF 
INVASION OF THE NASAL CAVITY BY 
TEXAS SCREW-WORMS. 


BY LE ROY DIBBLE, M.D., KANSAS CITY, MO. 


In the December number of THe LARyNGoscore three physicians 
report cases of Texas Screw-Worms, with their clinical experience. 
There seems to be quite a divergence of opinion as to the best 
remedial agent and its use. Having had two cases of Screw-Worm 
under my care in the last three years, I wish to add my clinical ex- 
perience with the use of chloroform. 

Case I. A. W., stockyard’s employe, was sent to me August 28, 
1894, with a letter stating the bearer had a bad case of catarrh or 
hay fever, and wished me to treat him for it. On external examina- 
tion I found the nose red and swollen, the redness extending to the 
inner canthus of the left eye. Suspecting, from its appearance, that 
it was a case of specific trouble, I proceeded to make a laryngo- 
scopic examination. To my surprise, I found the left nostril filled 
with wriggling maggots. I then knew that I had a case of Texas 
Screw-Worms to deal with. 

Placing the patient on my operating chair I plugged the right nostril 
with cotton, compelling him to breathe through the left one. I then 
proceeded to administer chloroform in the usual manner. Just be- 
fore he was fully under its influence I ceased to give it. After 
allowing him to fully recover from its effects, I took a post-nasal 
syringe, with warm carbolized water, and washed the nasal cavity 
thoroughly, following it up with peroxide of hydrogen diluted one- 
half and finally using it full strength. (Patient complained of latter 
strength.) At the first sitting there came away quite a number of 
worms, varying from a half to nearly three-quarters of an inch in 
length. The afternoon of the same day I repeated the operation, 
bringing away several more dead worms. The next morning I re- 
peated the treatment, getting no more. Patient progressed well and 
in ten days he was entirely cured. 

Case II occurred a year ago, in August. The symptoms were 
nearly the same, and the treatment the same, except that I used a 
twenty per cent solution of cocaine with a spray before giving the 
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chloroform, in order to reduce the congestion of the nasal mucous 
membrane to facilitate the use of the anesthetic. I found in my 
first case it was a slow process breathing through the riostril when it 
was so much swollen. 

Neither party complained of unusual irritation of the nostril from 
the inhalation of the chloroform. 

I am aware that ‘‘one blue bird doesn’t make spring,’’ neither do 
two, and that each case is a case unto itself, and must be left to the 
individual judgment and experience of the physician. 

In conclusion, I would say in criticism of my treatment (since 
reading the article of Dr. Steele, of Monterey,) that it was too 
radical. I think I could have got just as good results by saturating 
a pledget of cotton with chloroform and putting it in a test tube and 
directing the patient to inhale it in the infected nostril. Should I 
ever have another case this is the method I should use before resort- 
ing to more radical measures. 


Two Cases of Lupus of the Nose Treated by the X-Rays. 


Dr. Hicquet reports two cases of lupus of the nose in which the 
application of the cathode rays appeared to have given marked 
benefit. (Aevue Int. de Laryng., Rhin. and Otol., December, 
1897.) In the first case, a youth of eighteen years, who had suffered 
from nasal irritation, a diagnosis of lupus could be easily demon- 
strated. The sittings lasted for five minutes, at first every day, but 
later at irregular intervals. After the twelfth sitting great improve- 
ment was noted. An abundant secretion from the nose followed 
each application, Eventually the nose no longer showed any trace 
of ulceration, and only a mild infiltration was left. 

In the second case, a girl of twelve years, lupus nodules were 
spread over the extremity of the nose and left side of the face. The 
nasal cavity showed ulceration and an extensive perforation. The 
patient was treated by the cathode rays, and there is now a most dis- 
tinct amelioration, the ulceration cicatrized and the lupus nodules 
are disappearing. Altogether there have been fifty sittings, each 
lasting five minutes. Has also applied this method in the treatment 
of lupus of the larynx, but thus far without appreciable effect. 

(The author speaks of the X-rays and the cathode rays as if they 
were synonymous and not entirely distinct forms of electric energy. 
The X-rays are evidently intended in this article.) 

SCHEPPEGRELL. 








THREE CASES OF ACUTE, MILIARY TUBERCULOSIS OF THE 
PHARYNX. 


BY GOTTLIEB KICER, M.D., COPENHAGEN, DENMARK. 


The description of these cases are abbreviations from the records of 
the Kommune Hospital of Copenhagen. 

Case I.—Fredericka P., et. six years. Patient was admitted to 
the hospital with bilateral pneumonia. Was confined to bed for four 
weeks. After that, respiration steadily grew worse, the patient be- 
ing compelled to assume sitting posture at night to get her breath; 
no cyanosis; the respiration, especially the inspiration, became pro- 
gressively more labored. 

Examination presents to view a general redness of the fauces; 
the mucous membrane of the deeper areas of the pharynx and larynx 
appeared injected and swollen; vocal cords normal in color and size ; 
pars subglottica laryngis altered in position, owing to infiltration of 
mucous membrane below; the cervical glands considerably swollen ; 
the axillary and inguinal glands also slightly involved. 

Examination with stethoscope reveals rough, bronchial inspiration, 
and an almost inaudible sound on expiration. Temperature, 37.5¢.; 
pulse, 128. 

Tracheotomy (inferior) was performed, and two weeks later 
tracheotomy (superior). Six days later the canula was removed, but 
as the difficulty in respiration gradually increased, intubation was 
undertaken, with good effect. When the tube was removed, four- 
teen days later, respiration was easy and free. 

Three weeks later patient complained of pain in the throat and 
difficulty in swallowing. Inspection revealed an increased redness of 
the pharyngeal mucous membrane. Later considerable difficulty in 
nasal respiration was noted. Salt-water irrigation was ordered twice 
daily. 

Examination of urine revealed no abnormal constituents. 

Rapid emaciation ensued; night sweats frequent; lymphatics on 
both sides of the neck involved; nasal obstruction, notwithstanding 
salt-water rinsing; fauces red and swollen; mucous membrane 
studded with miliary tubercles. The consistency of the uvula and 
pillars of the fauces appeared of cartilaginous character; no pain on 
swallowing. Cough considerable. 
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A subsequent examination revealed a similar condition developing 
in laryngeal mucous membrane, accompanied by deep infiltration, 
with miliary tubercles seen on epiglottis and laryngeal mucosa. 

Three weeks later ulceration was observed at many points of the 
infiltrated areas; the calibre of the larynx decreased; respiration 
labored and wheezing. 

A portion of the ulcerated mass clipped from the uvula was ex- 
examined microscopically, and showed typical, elementary giant-cell 
tubercles (Prosector, Borch). 

Patient complained of headache; gradually increasing pain in the 
throat; swelling in fauces increased; uvula covered with a thin, 
grayish membrane. 

Temperature, morning, varying between 37.5c.-38.c; evening, 
35.9C.—39.9C¢. 

Post-mortem examination—Right lung intensely adherent; on the 
surface of both lungs were found innumerable miliary tubercles; 
bronchial glands swollen and caseous; nothing abnormal in trachea. 
The interior of the larynx formed a continuous, ulcerated surface, the 
vocal cords and border of epiglottis being the only discernible parts. 
The soft palate likewise was one area of ulceration with deep infiltra- 
tions; all lymphatic glands on both sides of the neck greatly en- 
larged and have undergone caseous degeneration. 

Spleen somewhat enlarged, surface presenting a number of large- 
sized tubercles. The surface of the liver likewise has undergone 
miliary infiltration. Examination of the intestines reveals ulceration 
of Peyer’s patches, with strongly infiltrated and marked borders. 

The mesentery glands form a conglomerate mass of cheesy con- 
sistency the size of a goose egg. On the surface of the kidneys in- 
dividual tubercles were noticed. The ears were normal. 

Case II.—Rasmus L.,. wt. 55 years, bricklayer; sister of patient 
died of phthisis; son died one year ago of phthisis pulmonalis, de- 
veloping a laryngeal tuberculosis shortly before his death. Patient 
nursed this son, occupying same room. Previous history of patient 
good, 

When admitted to hospital he complained of painful deglutition ; 
general debility ; considerable emaciation; eats very little, owing to 
pain when swallowing; profuse night-sweats. 

Patient is strongly built, but markedly emaciated; no feetor ex ore. 
Inspection of fauces reveals greatly swollen and red mucous mem- 
brane; soft palate and uvula are the seat of numerous miliary tu- 
bercles, appearing in confluent masses at some points, and beginning 
ulceration. 
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A similar picture is presented on posterior wall of pharynx and mu- 
cous membrane of naso-pharynx. To the touch the soft palate is 
firm, thickened and the elasticity of the tissues destroyed. 

The larynx is normal, except a slight diffuse redness and swelling 
of the mucous membrane. The voice is natural. The glands in the 
regio submaxillaris and regio lateralis colli are not swollen. 

Diminished respiratory sounds heard in apex of right lung; no 
rales; no cough; no expectoration. 

Patient hawks up an abundance of muco-pus, evidently from naso- 
pharynx. Microscopic examination reveals presence of tubercle 
bacilli. 

Difficulty in swallowing gradually increased. When drinking, 
portion of the fluid escapes through the nose; the palata mollis in- 
creased in thickness and rigidity. 

Hoarseness developed, and voice quickly became aphonic; _in- 
creased pain and great difficulty in swallowing. 


I ee Moore ( 
ies aa. grm. 20 
SIN 6 issinacenessiniaest iehcoresineshined j 
Lubes eo) CURE cr Cy || eave pe oe ree ctgm. 5 
M. S.—One teaspoonful in two tablespoonfuls water, two times 
daily. Gargle. 


A 20 per cent solution of menthol was used to pencil the throat. 

Difficulty in breathing soon set in; night-sweats profuse; patient 
weak. 

No laryngeal stenosis; the vocal cords red and somewhat swollen, 
but rima glottidis wide and open. 

As swallowing was almost impossible, both for solid and fluid 
food, feeding by esophageal tube was instituted. 

Patient gradually declined and died. 

Post-mortem examination—Both lungs strongly emphysemat- 
ous, with partial adhesions to the chest walls; from apex to base 
there were infiltrations of miliary tubercles, varying in size from pin- 
head to pea; no cavities. In both apices were found fibrous, slaty 
indurations. 

The mucous membrane of trachea, larynx and pharynx, was in 
greater part ulcerated. The ulcerations were varying in depth, and 
were spread over both tonsils and soft palate. 

In the trachea a large area of cartilage was found stripped of soft 
tissues and exposed. 

Spleen greatly swollen, the surface studded with pinhead-sized tu- 
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bercles; the cut surface grayish-red, of soft consistency, containing 
many larger tubercles. 

Liver normal in size, with irregular thickening of capsule. 

The kidneys large, capsule easily removed and contained tu- 
bercles, scattered here and there. In the cecum a single tubercular 
ulceration was found; arterial sclerosis noted. 

No other lesions recorded. 


Case III.—Carl W., aet. twenty-three years, fisherman; mother 
died of pulmonary trouble; father living and healthy. 

When sixteen years old, patient had a pulmonary hemorrhage, fol- 
lowing a bad cough. At no other time was. there a recurrence of 
blood in sputum, nor has there been much cough. 

Emaciated rapidly during past two months; night-sweats noticed. 
Patient complained of a sharp, cutting pain, accompanying swallow- 
ing of solid food; bowels regular; urine normal. No syphilitic in- 
vasion. 

Temperature, 37.8 c.; pulse, 80. 

Patient powerfully built, but emaciated ; cervical lymphatics swol- 
len. The palate was red, and the seat of miliary infiltrations, partly 
ulcerating; similar picture presented on lateral walls of pharynx; 
on left tonsil appeared irregular-shaped ulcer about two cm. in 
diameter, with surrounding infiltrated areas; this was especially 
marked between uvula and right palatal arch, the pendant portion of 
uvula being forced to left side. Larynx normal; voice natural. No 
indication of syphilis. 

Auscultation of lungs negative; only a few slight rales over left 
clavicular and left supraspinus region; single rales heard over left 
apex. 

Microscopical examination revealed presence of tubercle bacilli in 
sputum. 

Laryngoscopy one week later reveals: Epiglottis much infiltrated 
and entire mucous membrane of larynx and the ary-epiglottic liga- 
ment involved in similar manner; no other lesions in larynx noted. 

Milk diet prescribed; ten per cent solution menthol for penciling 
throat. Pain on swallowing at this stage considerably diminished ; 
appetite good. 

Three weeks later patient again complained of pain on swallow- 
ing; slight hoarseness. Ulcerations in pharynx unchanged, Pre- 
scribed penciling with fifty per cent solution lactic acid. 

One month later all previous conditions had become aggravated. 
The difficulty in swallowing almost prevented his taking food per 
os.; difficulty in breathing also set in. Frequent rigors occurred at 
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this stage. The infiltration of larynx and pharynx grew steadily 
worse; the ulcerations were apparently increasing in depth as well 
as breadth; the uvula, both palatal arches and posterior wall of 
pharynx presented one ulcerated mass; the ulceration also involved 
the soft and hard palate in a similar miliary infiltration. 

Stethoscopy indicated diminished respiratory sounds over right 
clavicular region, extending to second costa; fine crackling rales at 
end of inspiration; some cavernous breathing and vescicular mur- 
murs over left clavicle; additional physical examination indicated 
marked pulmonary infiltration. 

For relief of painful deglutition, prescribed frequent penciling of 
throat with four per cent solution cocaine. 

One month later rapid involvement of lungs was plainly demon- 
strable by physical examination. Pulmonary edema had also de- 
veloped. 

Post-mortem examination not obtained. 

Tuberculosis of the pharynx is a very rare condition; much rarer 
than would be supposed, considering the frequent exposure of the 
throat to infection. The bacilli are not given opportunity to lodge 
there, however, but are taken deeper into the respiratory and ali- 
mentary tract with food and saliva. The crypts of the tonsils, how- 
ever, furnish a convenient resting place for the tubercle bacilli, and 
here they may often be demonstrated in phthisical patients. The re- 
sistance offered by the normal mucous membrane, however, is so great 
that infection is frequently supposed to be overcome thereby’. 

The pharynx is less frequently involved in primary tuberculosis 
than the larynx, but more frequently than the esophagus. 

To point out the reason why the pharynx had been involved in the 
cases here reported would be impossible. 

As arule this condition is found in men of most vigorous frame; 
children are rarely affected’. 

One case has been reported in the Aznzales des Maladies de 
? Oreille et du Larynx, Vol. 11, 1877, of a child four and one-half 
years old. Schepelern’ records a case in a girl, et. nine years. 

Thus my first case here reported is of additional interest, as the 
patient was a girl six years old. 

The first symptom. of any consequence is the severe pain with 
deglutition. If, in addition, the infiltration involves the soft palate, 
this becomes thick and immovable and there is a regurgitation of food 
through the nose; speech becomes labored. 

There is usually also added a desire for constant expectoration. 

The agonizing condition of the patient can scarcely be described. 





—— 
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When swallowing even fluid nourishment becomes impossible, ar- 
tificial feeding by stomach tube or per rectum must be resorted to, as 
cited in cases II, and III. 

Examination indicates how rapidly this tubercular process spreads 
from the pharynx tothe naso-pharynx and larynx. The mucous mem- 
brane of the pharynx, in each case examined, appeared much swol- 
len, red and infiltrated, with numerous tubercles presenting. 

Ulcerations appear in various areas on velum palati as well as on 
pharynx wall, and there is no indication that same has spread by con- 
tinuity of surface from lateral to posterior wall of pharynx and 
palate, as stated by Morrell Mackenzie‘, usually occur. ' 

The diagnosis offers but few difficulties. Occasionally a clinical 
picture of parenchymatous syphilitic affection of the pharynx is seen, 
where the mucous membrane is red, swollen and covered with erosions 
or follicular ulcerations (E. Lange); but the miliary infiltration is 
absent, In tuberculosis pharyngis there is also the superficial ulcera- 
tion, which O. Weber’ compares to a similar picture in the intestinal 
tubercular lesions. The syphilitic ulcer of the pharynx is deep, pene- 
trating and sloughing. 

To decide whether the pharynx lesions are primary or secondary, 
without post-mortem, is difficult. Even then there may be some 
doubt in the matter, when the involvement of the lung has not pro- 
gressed sufficiently. Schmiegelow’ has reported a case of primary 
‘¢schluck’’ (swallow) tuberculosis, the diagnosis being made from 
the history of the case. In Schepelern’s case, a post-mortem was ob- 
tained, and the diagnosis of primary tuberculosis of the pharynx sub- 
stantiated. . 

The histories of the cases herewith reported might indicate that all 
three were primary lesions in the pharynx. 

Physical examination would substantiate this, and the post-mortem 
examination clinches the conclusions as to the primary character of 
the pharynx lesions. 

There is but one prognosis. In the reported cases death occurred 
within two to six months after onset of the affection (Case I., four 
months; case II., six months; case III., five months), yet Cadier 
(ref. Hosp. Td., 1883, E. Schmiegelow) and Isambert cite a case 
where patient had not succumbed after the expiration of eight years. 

Therapy must be directed to maintain the strength of the patient 
and to ease the intense pain on swallowing. Ten per cent solu- 
tion cocaine or twenty per cent solution of menthol for pencil- 
ing the throat, or insufflation of powder containing two ctgr. mor- 
phine. Where the pain is very great, feeding by esophageal tube, or 
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per rectum, may be advised; tracheotomy may become a necessity, 
owing to laryngeal stenosis, or even extensive ulceration and destruc- 
tion of lower areas of the pharynx. Operative interference and the 
application of such medication as lactic acid simply increases the suf- 
fering of the patient. The tubercular process will progress to exitus 
letalis, defying every treatment. 
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A Case of Subglottic Fibroma. 

This growth was found in a female, thirty-seven years of age. Symp- 
toms of impeded respiration were observed. On account of the dysp- 
noea, the trachea was opened by a former attendant, and a tumor was 
seen an inch and a half in length and three-eighths of an inch broad, 
making the mucous membrane of the posterior surface of the trachea 
bulge into the lumen, and causing a similar projection into the 
csophagus. At this time the growth was not removed. 

When the author saw the case the patient was rapidly losing 
ground, and so a radical operation was performed by Dr. Richard- 
son. A low tracheotomy under cocaine anesthesia was done, and 
chloroform was administered through the tube. The trachea was 
then opened nearly to the cricoid cartilage. With the sharp curette 
the fibroma was gradually removed, with but little hemorrhage. The 
skin was then drawn tight over the trachea and sutured, but the 
tracheal rings were not sutured. The tube was left in some gauze 
just above it. In five days the tube was removed; the skin wound 
had healed by first intention. Patient made a good recovery. 
Fibromata of the trachea usually occur as sessile growths. Enchon- 
dromata are very rare, according to Schrétter. —Dr. John W. Far- 
low.—(N. 2. Med. Jour.; Dec. 11, 1897.) LEDERMAN. 

















COUGH DUE TO CAUSES OUTSIDE THE LUNGS.’ 
BY DR. J. F. BARNHILL, INDIANAPOLIS, IND. 

A chronic cough, in addition to the physical suffering it causes, 
usually gives rise to much mental distress, for it is commonly believed 
that the lungs are at fault, and consequently the vision of tuberculosis 
and its results are constantly before the sufferer and his friends. 
Such cough, however, is often extra-pulmonary in origin and quite 
innocent in its nature, and a highly commendable service has always 
been rendered, and the dignity and value of scientific medicine ex- 
hibited, when by thorough, skillful and accurate examination the 
extraneous cause is discovered, dextrously removed and the cough 
thereby cured. A shadow is then lifted from the lives of the patient 
and his friends. 

It has been said that an irritation in any part of the body has been 
known to produce a cough. However, the different portions of the 
upper air tract, from their intimate connection with the vagi and sym- 
pathetic nerves, are the most frequent extra-pulmonary seats. A list 
of the principal reflex causes may be given as follows: 

In the ear, impacted cerumen, foreign body or cholesteatoma. 

In the nose, hypertrophies, septal spurs, polypi, foreign bodies and 
the crusts of atrophic rhinitis. 

In the naso-pharynx, adenoids, polypi or other growths. 

In the pharynx, elongated uvula, granular pharyngitis, hypertrophy 
and other diseases of the tonsils. 

In the glosso-epiglottic spaces, hypertrophied lingual tonsils, vari- 
cose veins or a too greatly curved epiglottis. 

In the larynx, presence of mucus or pus, congestions and thick- 
enings of the mucous membranes, papilloma or other growth. 

In other parts of the body, pressure or irritation of the vagi are 
most frequent cause. 

A positive knowledge of the causative location of a cough is of the 
greatest importance. <A thorough examination of the lungs should 
be made, however much the symptoms may point to an extra-pul- 
monary cause, for then the further examination, if required, would be 
performed with less prejudice. The ubsence of any discoverable 


*Read before the Mitchell District Med. Society 
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lesion in the lungs, together with the general appearance of the 
patient, which may be robust, with his family history, which may be 
good, and with the character of the cough, which may be dry, hack- 
ing and spasmodic, will render it sufficiently certain that the cause of 
the cough is not from the chest, and should therefore be sought for 
diligently and systematically in the regions most likely to be affected. 
The patient, himself, may indicate the apparent location of the cough 
as in the throat or ear, but usually his statements, though honestly 
given, are misleading, and the above mentioned regions should be 
searched for foreign bodies, sensitive areas, inflammations and new 
growths. Skill in the manipulation of reflected light and instruments 
is of the highest importance. Such simple accessories as a good light, 
cocaine and a probe, in trained hands, will be sufficient to detect 
many of the conditions in the nose or ear capable of producing reflex 
cough. By means of the rhinoscopic mirror conditions of the naso- 
pharynx can be made out in adults and sometimes in children; but, 
if necessary, the finger may be passed into this space and its con- 
dition ascertained. The open mouth, idiotic expression, arched palate 
and irregular teeth are symptoms, often sufficient in themselves, for 
the diagnosis of naso-pharyngeal growth. Direct inspection is suf- 
ficient to detect tonsillar, uvalar and oro-pharyngeal causes of cough ; 
with the tongue gently depressed, if the uvula still hangs in contact 
with the lingual organ, it should be regarded with suspicion. Greatly 
enlarged tonsils of any variety may cause cough, but the kind that is 
most apt to do so is that in which the enlargement is downward, or 
where there is the so-called lower lobe. In such cases it is difficult 
to depress the tongue sufficiently to expose the inferior margin of the 
tonsil, which may extend low enough to occupy the glosso-epiglottic 
space and impinge upon the epiglottis in such a way as to cause 
cough by its irritating presence. Tonsillar concretions and adhesions 
of the gland to the pharyngeal pillars may cause cough. Granular 
pharyngitis is sometimes a cause. These so-called granulations are 
really closed lymph follicles and probably cause the cough by the 
pressure they produce. Cough produced by reflexes from the glosso- 
epiglottic spaces is probably more frequent than from any other extra- 
pulmonary source, and an examination of this region for enlarged 
lingual tonsils, varicose veins or other growth, should never be neg- 
lected in a suspected case of cough not due to lung lesion. As the 
author pointed out in a paper before the Western Ophthalmological, 
Otological and Rhinological Association, the shape of the epiglottis 
may have to do with the production of a cough, for where it is too 
greatly curved forward, its crest projects against the base of the 
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tongue, and the necessary motions of the two organs against each 
other may cause very active reflexes in the form of cough and clear- 
ing the throat, even when there is no other abnormal condition present. 
Pus from an accessory nasal sinus, or mucus from the naso-pharynx 
dropping into the larynx, will set up a cough. In such cases the 
patient, by much clearing and hawking, will keep the larynx rather 
free during the day, but at night the fluids may find their way into 
the stomach in such quantity as to produce nausea or vomiting in the 

; morning, or into the larynx, giving rise to morning fits of coughing 
and expectoration of the material, which the patient naturally sup- 
poses comes from his lungs. A foreign body, papilloma, ulcer or in- 
flammatory thickening of the mucous membrane of the larynx may 
give rise to the most violent paroxysms of coughing, which may occur 
frequently, and recur indefinitely, or so long as the cause be not re- 
moved. These conditions may all be positively determined by the his- 
tory of the case and the use of the laryngeal mirror. 

Failing to find an adequate cause for a cough of suspected extra- 
pulmonary origin in the ear or upper air tract, examination of the 
vessels and nerves of the neck should be made with a view of locat- 
ing tumors or aneurisms, which might produce the symptom by 
pressure upon the vagi or its connections. 

As better illustrating the subject, a few cases are appended from 
the author’s records: 

Case I. Miss M. F., Cumberland, Ind., atrophic rhinitis. Re- 
ferred by Dr. Harvey. Coughed very much from irritation of the 
crusts which blocked the nose and naso-pharynx. The slightest touch 
of atomized fluids, probe or forceps to the interior of the nose, for the 
purpose of removing the crusts, would be followed by the most ter- 
rific paroxysms of coughing and sneeding, requiring anesthesia by 
cocaine before the nostrils could be properly cleansed. Keep- 
ing the nostrils cleaned of the-crusts daily, with proper applica- 





tions to the sensitive areas, relieved the cough in two months. 

Case II. Ross S., Somerset, Pa., had coughed very much for a 
year, taking regular medicine the while. Cough was disturbing at 
night, with paroxysms in the mornings. Examination of lungs gave no 
evidence of disease there. A septal spur occluded the left nostril, 
the pharyngeal tonsil was much hypertrophied, the faucial tonsils 
were enlarged, chronically inflamed and adherent to the pharyngeal 
pillars, and lymphoid masses filled the glosso-epiglottic spaces. 
Pressure with a probe in any of these locations would excite a cough. 
All the above named pathological conditions were removed within a 





period of three months, beginning by removing the spur with an elec- 
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tric trephine; the adenoid two weeks later with forceps; the faucial 
tonsils with tonsillotome, after first dissecting them from the pillars, and 
lastly, the lingual tonsil by galvano-ignipuncture. The cure was com- 
plete, both the patient and his friends reporting progress of the im- 
provement, according to the amount of work done. This case is in- 
teresting in that it shows the extensive area from which the reflex 
may take its origin. 

Case III. Contrasts strongly, in that it exhibits a persistent, ag- 
gravated cough from the most trivial condition and remarkably small 
area of irritation. M.S., Irvington, Ind., a man, aged thirty-five, 
weight 185 pounds, tall, muscular and robust, stated that he had had 
a cough many months, which had grown worse gradually; that his 
wife had died of tuberculosis and that he feared he had contracted the 
disease from her. Said he was very anxious to know his exact con- 
dition, for he was wanting to engage extensively in a new enterprise, 
but if threatened with consumption he desired to change climate at 
once, He was very despondent. Absolutely no lung lesion could 
be detected. A mild chronic rhinitis existed, which appeared to have 
no causative relation to the cough. There was no naso-pharyngeal 
or pharyngeal disease of any kind. The glosso-epiglottic spaces were 
free from lingual tonsil or enlarged veins, but at a point opposite the 
crest of the epiglottis, on the base of the tongue, there were three 
little tumors, each as large as a grain of wheat, and having a delicate, 
slender pedicle large enough to allow such freedom of motion as to 
permit them at one instant to lodge at the bottom of the space, and at 
another to be whipped by the air current of the coughing movements 
over the crest of the epiglottis, and thus by their irritating presence 
cause the trouble of which the patient complained. They were 
easily snared away, to the cociplete relief of the patient. They proved 
to be papilloma. 

Case IV. Edith E., Indianapolis, aged six, was a delicate-looking 
child and had coughed since infancy, requiring the attention of a 
physician very often. The parents believed her to be tubercular and 
had given many bottles of cod liver oil emulsion, with no improve- 
ment. She was referred to Dr. Lambert for an examination of the 
lungs, but he finding no pulmonary trouble, and believing the disease 
to be in the upper air tract, referred her to the author. Sitting up- 
right she breathed with great difficulty; none through the nose, and 
very noisily and laboriously through the mouth. The faucial tonsils 
were large enough to be in contact with the slightest pharyngeal 
movement, and the uvula was pinched and rolled between the upper 
part of the inner surfaces of the glands. They were not inflamed, 
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neither had she ever had an attack of tonsillitis. Respiration was a 
constant struggle at night. It seemed clear that the cough was due 
to the irritation of the enlarged tonsils, and the general ill-health and 
lack of development to the imperfect respiration and the struggle to 
perform even that. My custom is to remove both tonsils and adenoids 
at one sitting, but in this case the delicate state of health contra-indi- 
cated the procedure, so the faucial tonsils were first removed, and 
after a month the adenoids. The first procedure practically stopped 
the cough, the second did so completely. 

Case V. Mrs. C., aged forty-four, of Indianapolis, a woman of 
very delicate appearance, coughed much and complained of frequent 
sore throat. No evidence of a cause for these complaints could be 
found anywhere except in the glosso-epiglottic space, where the veins 
were varicose and large enough to touch the epiglottis. She was 
given tonics, and the largest varicose bunches were punctured, one at 
a sitting, at intervals of a week, with an electro-cautery knife. She 
reported, six months after the last treatment, that the cough no longer 
troubled her. 

Such examples might be multiplied, but it is unnecessary. 

The successful treatment depends entirely upon the proper recog- 
nition of the cause and the ability to remove it. The relief in some 
cases can be brought about by the most trivial surgical measures, 
while in others a long course of treatment will be required, and the 
greatest skill and experience will be needed. A certain per cent. of 
cases are neurotic and will, in addition to other means, require such 
remedies as iron, nux vomica and zinc phosphide. When hyper- 
wsthesia persists in the nose or throat after its cause has been removed, 
in addition to local applications, bromides alone, or combined with 
camphor and valerian, will be of service. To give an opiate in such 
cases is usually at the risk of forming a habit. Lozenges of lactu- 
carium have been of service where the trouble is in the pharynx or 
larynx. 

412 N. Delaware street. 





A RAPID METHOD OF MAKING GRAPHIC CHARTS OF HEAR. 
ING POWER FOR VARIOUS TONES. 


BY DUNDAS GRANT, LONDON; M.A., M.D., F.R.C.S. ENGLAND. 


When Hartmann first published his graphic method of recording 
the hearing power for the sounds of his series of five tuning forks, 
those to whom a multiplicity of simple proportion sums was repug- 
nant, were naturally apt to be deterred from taking it up with en- 
thusiasm. Some opposed it as not corresponding in its proportions 
to the intensities of the- sound at different stages in the dying-out of 
the tuning-fork vibrations. The method has for the present, how- 
ever, been adopted and approved in spite of this discrepancy. 
Gradenigo, in Schwartze’s Handbook, makes it the basis of his diag- 
nostic scheme, employing it only for air conduction. He insists, 
however, on a slight modification, in view of the effect of fatigue of 
the auditory nerve, and directs that the tuning fork, when no longer 
heard, should be brought again and again opposite the meatus till it 
is no more re-heard. In normal conditions of the nerve this amounts 
to very little, but in cases of increased ‘‘fatigability’’ it may add a 
considerable percentage to the amount obtained. This difference is 
a measure of the said fatigability. So-called practical people object 
to the method on account of the time involved which they think 
might be better spent in pushing inquiries in other directions. I have 
felt this so strongly and have found the sentiment so deeply ingrained 
in my assistants, that I have been led to treat the method with a 
neglect against which my better judgment rebelled. Of late I have 
made use of the accessory means I am about to describe with the 
result that I can take a chart of the hearing in a very few minutes, 
and it can be done by any ordinarily intelligent person possessed 
of normal hearing, conscientiousness and good-will. 

Hartmann advises the use of five forks, C 128, C! 256, C™ 512, 
C™ 1024, C4 2048. The length of time in seconds that each fork 
is heard by a healthy ear after the best stroke—found to be fairly con- 
stant—is to be noted as the normal. An ear hearing the fork for 
this length of time would be then credited with possessing for it 100 
per cent of hearing power. If, on the other hand, the fork was only 
heard for a much shorter time, this time—in seconds—would have to 
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be multiplied by 100 and divided by the normal. The result of this 
arithmetic is to give the percentage of hearing for the said fork 
possessed by the ear under examination. This has to be gone 
through for each fork, and the percentages are, as is well known, 
plotted out in the form of a chart; for air conduction this would 
present the following appearance: 


90 


Fig. 1. e 


Much information may be obtained by the use of four additional 
forks, three lower forks (C-y 16, C-; 32, C 64 d, vs. per sec.) and 
one higher one (C* 4096). The chart would then be as Fig. 2: 
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On such charts the column for each fork is shaded or colored from 
below upward over the extent corresponding to the percentage of 
the hearing power for the given fork, .as indicated by the figures on 
the left side. It will be noted that the lowest forks are on the left, 
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the highest on the right, and the 


MAKING GRAPHIC CHARTS. 


number of squares colored would 


indicate roughly the ‘total amount of hearing power or ‘‘field of 


audition’’ of the patient relative to 
normal ear would be colored all 


one being, of course, totally blank. 


the normal. 


The chart for the 
over, that for an absolutely deaf 


The following are fairly typical examples: 
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Fig. 3. 

From a case of chronic catarrh of the mid- 
dle ear, hearing power chiefly diminished 
for the lower tones, bone-conduction in- 
creased. Rinne negative, Weber positive. 
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Fig. 5. 


From a case oi sclerosis of the middle ear 
with commencing involvement of the 
cochlea, hearing for the lowest tones lost, 
for middle tones fairly good, for the high- 
est tones diminished. Bone-conduction (c!) 
not increased. Rinne negative, Weber 
positive. ‘ 
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Fig. 4. 


From a case of nerve-deafness, hearing 
power chiefly diminished for the higher 
tones, bone-conduction diminished. Rinne 
positive, Weber equal. 
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From a case of sclerosis of the middle ear 
and cochlea, due to hereditary syphilis, 
hearing for the lowest tones lost, for the 
middle tones much diminished, for the 
highest tones lost. Bone-conduction (c!) 
diminished. Rinne negative, Weber equal. 


To simplify the process, the natural idea is to make @ table giving 


the percentage corresponding to eve 


ry number of seconds, from 1 up 
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to normal for each fork. It is then only necessary to look at the 
table and mark the percentage thus found. 

To determine most easily the duration of the patient’s hearing, it 
is most advisable to have a stop-watch which is started the moment 
the fork is struck and stopped when the patient ceases to hear the 
tone. 

In most instances time may be saved by measuring how long the 
observer's normal car hears the fork after the patient ceases to do so. 
The number would have to be subtracted from the normal and the 
remainder taken as the quantity the proportion of which to the nor- 
mal is to be expressed as a percentage. To save this lengthy pro- 
ceeding the percentage may be easily calculated for each number of 
seconds that the observer’s ear hears the fork longer than the pa- 
tient’s. This can be written down in a table and kept for reference. 

To my own set of nine forks the ‘‘normal’’ durations of audibility 
are as follows: 

Cy C-; e c c} ¢? <3 ct od 
25 20 25 590 12 «110 50 20. 5 seconds, 

It is only necessary then to divide the vertical column for each 
fork into as many equal parts as the seconds during which it is nor- 
mally heard. These parts may be numbered from below upward 
if the actifal time the patient hears is noted, or from above down- 
ward if we go from the number of seconds the fork is heard by the 
normal ear when no longer audible to the patient. The latter is the 
method I employ, and the chartts figured thus: (The numbers on 
the left-hand side giving the percentage without further calculation. ) 


C-o C- C c c! c? cc cf cS 


LUDUA Woe 
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The following are the ‘‘/uxstructions for the use of the tuning-fork 
charts :”’ 


‘‘Strike the fork (hard for a very deaf case, gently for a slight 
one, so as to save time); hold it opposite the ear to be tested. As 
soon as the patient ceases to hear the fork, start the stop-watch. Hold 
the fork opposite your own or a normal ear. As soon as it ceases to 
be heard stop the watch. Note the number of seconds and draw a 
line through that figure in the column of the chart. Do this for each 
fork. Shade or color the spaces below the lines drawn.’’ 

It is further clearer and simpler if the numbered chart is drawn 
out on a card, and a piece of tracing paper is fixed over this by 
means of a letter-clip. The outer contour and percentage lines of 
the chart are traced out and the marks corresponding to the results 
are made as they are obtained. A simple picture of the patient’s 
field of audition is thus produced, and it can be stuck in the case- 
book. 

The whole proceeding is quite easy, and can be expeditiously car- 
ried out by any assistant who has, as before premised, normal hear- 
ing and good-will. 


Adenoid Vegetations in Deaf Mutes. 


After examining 158 subjects in the deaf-mute institution of Prague, 
this observer found 541% per cent affected with adenoid growths, 
which filled the naso-pharyngeal space. Out of this number 56 
were boys arid 38 girls. Various local deviations from the normal 
were noticed in the aural structures. The author recommends a 
prophylactic course. From birth to the seventh year children should 
be examined for post-nasal disease. He believes that the acquired 
form of deaf-mutism should be greater than the congenital variety. 
Myggind has found on post-mortem examination that a large num- 
ber presented pathological modifications of the middle ear, and that 
out of 118 autopsies in enly 19 was the labyrinth, or central nervous 
system, intact. In most of the cases the changes were due to severe 
and extensive inflammations, especially in acquired deaf-mutism. 
The internal ear was affected most in the semi-circular canals, rarely 
in the vestibule.-—Jaukelevitch.—( Amer. Med. Surg. Bulletin, 
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Dec. 10, 1897.) ' LEDERMAN. 














PHOSPHOR-NECROSIS OF THE TEMPORAL BONE.* 
BY H. V. WURDEMANN, M.D., OF MILWAUKEE, WIS., U. S. A. 


Ophthalmic and Aural Surgeon to the Children’s Hospital; to the Milwaukee County Hos- 
pital for the Chronic Insane; Director to the Wisconsin General Hospital, etc. 

Phosphor-necrosis is described as a characteristic maxillary bone 
disease, commencing after several years’ contact with phosphoric 
fumes, occurring especially among workmen in match factories, affect- 
ing 11 to 12 per cent of those exposed to the fumes.® 

It very rarely affects persons with sound teeth, but occurs mainly 
in those whose teeth are carious; where the teeth have been extracted 
and the alveolar process exposed exceptionally predisposes to the 
disease. The earliest case reported? was in 1845, being noticed in 
1839, about eleven years after the opening of match factories in 
Vienna. It is much less prevalent now than formerly, on account of 
better hygienic surroundings in the factories, improved artificial ven- 
tilation, the vaporization of turpentine® and the rigid inspection to 
which the workmen are subjected. The red amorphous phosphorous 
is comparatively harmless and is now generally used. The first 
symptoms are toothache, followed by pain in the jaw, swelling and 
tenderness of the gums and formation of abscesses, discharging fetid 
pus through the cheek, roof of mouth, or even the aural cavity, leav- 
ing fistulous openings.” The patient acquires a peculiar pasty ap- 
pearance of the face and puffiness of the cheeks. 

The usual complications are chronic bronchial catarrh, chronic 
gastro-enteritis and constipation. The patients rapidly deteriorate in 
general health. The most rare complication is pointing of abscesses 
or continuation of the ostitis to the bones of the external auditory canal, 
which is described by only one author.? After subsidence of the acute 
symptoms the bone is found to be necrosed. The disease is always 
chronic, and almost imperceptibly slow in the upper jaw, but in the 
lower is sometimes acute and attended by high fever. The lower 
jaw is most frequently attacked. The disease begins in the peri- 
osteum, is due to local irritation, and ends in the death of the bone. 
The sequestrum adheres firmly to the underlying bone, becoming in- 





*Read before the Section of Laryngology and Otology of the British Medical Associa- 
tion, sixty-fifth annual meeting, Montreal, August 31, September 1, 2 and 3, 1897. 
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crusted with a pumice stone-like material. The disease may affect 
only small parts of the jaw, or even the whole bone. 

The treatment advised by all authors is dietary, hygienic and 
stimulant, together with tonics, antiseptics, washes and removal of 
the sequestrum by operation. Operations for removal of dead bone 
are generally very successful.! Bilroth cured twenty out of twenty- 
three cases. Of neglected cases, 35 to 38 per cent die of compli- 
cations and of sepsis. I beg to submit the history of the following 
case: 

January 6, 1896. J. J. W., aged fifty-eight, American, employed 
in one of the principal match factories in the United States, first as a 
fireman in the boiler room for fourteen months, then as watchman for 
two years, then as a melter of phosphoric composition and a roller- 
man for six weeks. His father died of. apoplexy at seventy-eight; 
mother of epidemic influenza at sixty-nine ; brother and sister in good 
health. Two sisters and one brother died in infancy. Claimed to 
have always been in good health, except diphtheria at the age of 
twenty-three and epidemic influenza five years ago. Three years ago 
he had painful left upper jaw, having two teeth extracted, and later 
had all of them removed, after which he wore a plate. He was kept 
from work for five weeks, felt very good, but after this noticed pain 
in the ear, which was referred to the mastoid region. About January 
1, 1895, he had pain in the ear and foul muco-pus discharged. The 
patient lost decidedly in flesh. About this time he was struck on the 
left side of the head by a match composition, which covered the side 
of his face and filled his ear. His mouth was so sore at times that 
the plate could not be worn, In May, 1895, sequestrum from the 
upper maxilla was removed by a dentist, after which he was little 
troubled. : 

January 1, 1896, he was sent to me for treatment of his ear. His 
condition was the following: Weight, about 130 pounds, tall and 
angular, face of pasty appearance; the left alveolar process swollen 
and puffy, there being two fistulous openings on the buccal side and 
one in the roof of the mouth. Examination with probe showed rough- 
ened, denuded bone. The left external auditory canal was full of 
fetid pus. There was decided periostitis, swelling and tenderness 
over the mastoid region. Posterior wall of the canal was reddened 
and swollen, being painful to touch of probe. There were granula- 
tions at the lower portion of the membrana flaxida, which covered a 
small perforation ; the membrana tympani being apparently intact, 
but a perforation whistle was heard on inflation. In the right ear the 
membrana tympani was retracted and thickened. The temperature 
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was 101° and patient apparently very weak. During the week before 
he had had several chills, considerable headache and had been con- 
fined to bed. The patient would not submit to immediate operation 
and left my office but returned in two days, when he had a tempera- 
ture of 103° and apparent septicemia, so he was immediately sent to 
the hospital. 

Operation: Under ether narcosis, the mastoid cells and antrum 
were opened, the posterior and superior wall of the canal removed, 
the bone of the last two places being found necrosed. The mastoid 
cells were apparently healthy, although the antrum was filled with 
foul greenish pus. The wound was packed with iodoform gauze and 
dressings made every second day. By the operation, the mastoid, 
antrum, the cells, the attic of the tympanum, and the external auditory 
canal, were converted into a large cavity. 

When he returned home, January 25, he had gained about ten 
pounds under diet and tonics. He was treated at his native city, un- 
der my directions, by a physician, but returned to me on June 1, 1896, 
having lost flesh, being reduced to 128 pounds. He had recurrence 
of chills and temperature ; a loose sequestrum was found in the sinus 
back of the ear, so under narcosis, the antrum was again opened, the 
dead bone removed and tube inserted for drainage, which was free 
from the sinus through the middle ear and auditory canal. This time 
he remained for several months, until the sinus at the back of the ear 
was allowed to close. He gained nearly forty pounds under hospital 
diet and tonics. There was rapid replacement of the posterior wall 
of the canal by a new growth of bone, so great that its lumen was 
almost closed. The company dentist at this time scraped the carious 
upper jaw, after which he was again able to wear his artificial teeth. 

April 22, 1897, he returned for treatment, stating that he had 
worked for several months, but that he had great pain in the ear and 
head. The ear had been occasionally treated by antiseptic washes, 
but there was now a slight fetid discharge. It was found that the 
growth of the posterior wall of the canal had sclerosed and shrunken 
so that the canal was now nearly of normal size. The sinus back of 
the ear had healed and the discharge seemed to come from granula- 
tions near the osseous ring of the tympanic attic. There wasa large 
perforation and injections were easily made from the canal through 
the Eustachian tube. The granulations were removed and the patient 
treated by antiseptic injections. Patient remained here two months, 
again gaining in weight nearly forty pounds, and when he returned 
home there had been no discharge from the ear for several weeks. 

August 20, 1897, after this report had been prepared for this asso- 
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ciation meeting, the patient unexpectedly returned, stating that he 
had worked ‘for two weeks after leaving my care, but since that time 
he had been again failing in general health and lost in weight. For 
about six weeks there had been purulent discharge from the ear, con- 
cerning which he had written me and had been ordered to treat same 
by injections of boric acid solution. After two weeks he had con- 
siderable pain back of the ear and had but little sleep. On examina- 
tion there was found purulent discharge from the middle ear, the 
walls of the external meatus, particularly the posterior, being swollen 
and tender. Dizziness was experienced from mopping out of the ear. 
Patient weighed but 135 pounds, had acquired a waxy appearance of 
his face and complained greatly of his symptoms. There was no 
periostitis over the mastoid or other symptoms, except tenderness 
upon pressure. The patient being suspected of malingering, was 
sent to the hospital and carefully watched for four days. The tem- 
perature during this time was normal. Largely on account of the 
patient’s complaints, I concluded to again open up the mastoid 
antrum and cells, the operation being deemed warrantable on account 
of the chronic suppurative disease. 

Operation, August 24, under ether anesthesia, at the Milwaukee 
Hospital. The mastoid was chiselled and drilled open, the external 
layer being found hard and cancellous, under which there was found 
a pasty mass of necrosed bone from which exuded greenish fetid pus. 
The posterior wall of the canal was soft and friable and readily re- 
moved by the spoon, It was found that the superior wall had been 
largely reproduced. and therefore the triangular piece of bone be- 
tween the attic and the tympanum was removed and granulations 
taken away from the tympanic attic. Since that time the wound has 
been dressed twice, being apparently free from pus. Patient was 
expected to make a good recovery. 

January 15, 1898. The patient was sent home three weeks ago to 
receive treatment in his own city. There is a large sinus through the 
mastoid communicating with the middle ear, which has shown no evi- 
dence of closing except by soft granulation tissue, which has been re- 
moved several times by the curette. There has been practically no 
evidence of bony repair. The physician who now has him in charge 
reports the condition the same as upon arrival. The wound is daily 
irrigated with sublimat, boric or other antiseptic solution, and tube or 
gauze drainage established. A slight glairy mucous discharge per- 
sists. 

It may be questioned whether the temporal bone disease is of phos- 
phoric origin. It has been shown that abscesses of the upper jaw 
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may discharge through sinuses in the external auditory canal or mid- 
dle ear, and this may have been the starting point for the necrosis. 
The character of the maxillary disease and his occupation leave 
no room for doubt in my mind but that the necrosis of the jaw had 
its origin in phosphoric absorption. Another possibility of the 
middle ear and mastoid affection is the fact that a mass of the phos- 
phorous paste was by accident thrown into his ear and was probably 
insufficiently removed, after which discharge and perforation of 
the drum-head occurred. The character of the middle ear and mas- 
toid disease was similar to that of the upper jaw, very chronic in its 
course and yielding but slowly and incompletely to treatment, pre- 
senting a contrast to other mastoid cases. 
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Quinine Treatment of Meniere’s Disease. 


Dr. Gilles de la Tourette states that sulphate of quinine is a spe- 
cific in Meniere’s disease, and that its effects are excellent when 
properly administered. (Za Semaine Med., August, 1897.) Local 
irritation, such as an impaction in the canal or inflammation of the 
tympanum, should first be eliminated. Seven to fifteen grains should 
be given per day, this being divided into three or four doses and 
taken between meals in sufficient water to prevent injury to the stom- 
ach, The symptoms may at first become aggravated, but it should 
be continued for two weeks, and when this proves ineffective, it 
should be repeated after an interval of two weeks. 

Where the quinine fails, salicylate of soda, one-half to two 
drachms daily, might be tried for two weeks. The quinine relieves 
the hyperexcitability of the labyrinth, but is of no service in deafness 
resulting from sclerosis of the tympanum and anchylosis of the ossi- 
cles. He favors the view taken by Charcot that quinine does not 
cause deafness. SCHEPPEGRELL. 











SPRAYS AND INHALENTS. 
BY SETH SCOTT BISHOP, B.S., M.D. 


Professor of Diseases of the Nose, Throat and Ear in the Illinois Medical College; Professor 
in the Chicago Post-Graduate Medical School and Hospital; Consulting 
Surgeon to the Mary Thompson Hospital, etc. 


Inhalents administered by means of spraying and vaporizing ap- 
paratus have come into very general use among Americans. This 
is attested by the large number and variety of preparations and de- 
vices for spraying that have become aspirants for the favor of the 
profession during the last few years. 

Many inquiries are made, indeed, scarcely a day passes that letters 
are not received from physicians concerning atomizers and inhalents, 
and it is for the purpose of answering many at one writing that these 
notes are made. 

First, as to the atomizing instruments that have proved satisfactory. 
For coarse sprays the DeVilbiss atomizer answers the purpose ad- 
mirably. It is made for use either with a hand bulb or with fittings 
for the compressed air cut-off. On my suggestion, Dr. DeVilbiss 
added a flange to this atomizer corresponding to the flange on my 
improved middle-ear inflator, so that the instrument is held securely 
in its connection with the air cut-off while in use. This arrange- 
ment prevents the current of air from throwing the atomizer out of 
the operator’s fingers. The DeVilbiss instrument has the best re- 
volving adjustable tip I have ever seen. The Davidson atomizer, 
with straight and curved tips, gives satisfaction. An especially good 
characteristic is that it does not leak. 

There are several excellent devices for producing a very fine nebu- 
lous vapor, which is especially adapted for administering quite strong 
medicaments, and for bronchial and pulmonary affections. The 
globe nebulizer possesses several advantages that are worth our con- 
sideration. The recently improved instrument is a very perfect con- 
trivance. It is strongly constructed; it allows of many combinations 
of inhalents contained in its several globes by merely turning one or 
more valves; it has an air-current interrupter; it produces an exceed- 
ingly comminuted vapor that penetrates the air passages very deeply, 
and it is, withal, a useful ornament to one’s office. 


The dilator produces a very fine nebulous vapor also, and it is well 
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adapted for inflating the middle ears and the lower respiratory pass- 
ages. These instruments permit of using remedies very much 
stronger than the air tract would tolerate in the form of coarse 
sprays. Ten and 20 per cent solutions of camphor-menthol can be 
employed in these instruments, whereas, we must limit ourselves to 
about one-half to one-seventh of these strengths in the coarse sprays. 
The minutely vaporized sprays do not bathe the mucous membrane 
with the oleaginous medicaments. They are comparable to the alka- 
loid preparations as compared with the grosser forms of medicines 
for internal medication. We produce the effects of the remedies 
with a minimum amount of the agent used. A powerful impression 
of the 10 or 20 per cent solution of camphor-menthol in benzoinol 
can be made without a perceptible quantity of the drug appearing 
on the surface, 

This brings us to the question of inhalents. There is no dearth of 
these preparations at our command, but, like men, some are better 
than others. For softening, dissolving and washing out discharges 
and crusts that cling to the mucous membrane I employ largely alka- 
line solutions. I have found the following formula an excellent one: 

Acidi borici..... 
Sodii bicarbonatis 


sbensenescens reste aeeenenen - Paa. Oil. 
Sodii chloridi 


Glycerini:............. Ee Se Aad eo wn gill 
UNDE DOBRE eos. onic bees Reem 2 
Ve WT TT Tea dee Soa ERRORS SL EDR Oe SERRE AT, CENT q. s. ad Oi. 


Filter and use as a spray. 

It is essential to effectively cleanse the diseased surfaces before ap- 
plying the remedies that are to remain in contact with the membrane 
for a considerable time. Many of the sprays in common use are 
made to have an acid reaction, probably on account of the bacteri- 
cidal action of the acids, but if the douches are alkaline they will the 
more readily remove the discharges and incrustations, and they are 
much more agreeable to the patient. The latter point is not to be 
overlooked in treating a certain class of patrons whose comfort a 
surgeon cannot ignore without loss. 

For a permanent medicinal effect on the mucous membrane in- 
halents should be combined with a purified petroleum oil, and it is 
better that this oil should be rendered always antiseptic and disin- 
fectant. These requirements are admirably complied with in ben- 
zoinol. The addition of the balsamic resin, benzoinum, to the oil 
adds the germicidal property of an acid, besides the slightly stimu- 
lating effect of benzoin, to the emollient and protective qualities of 
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the oil. This affords an ideal base for various therapeutical com- 
binations for medicating the respiratory mucous membrane. 

Simple benzoinol has proven very efficacious as a detergent and 
protective spray in acute inflammatory conditions of the nose and 
throat. For home treatment patients are given a simple, inexpensive 
hand-atomizer with a 3 per cent solution of camphor-menthol for 
use every morning and night, and even oftener during the acute stage. 
When the inflammation involves the larynx and trachea. or the bron- 
chial tubes, great relief is obtained from inhalations of pure camphor- 
menthol placed in the benzoinal inhaler half filled with hot water. 
Ten drops of this remedy are added to the water, which must be hot 
enough to generate steam, but the lips can embrace the wood- 
encased nozzle without discomfort. This is a cheap but effective 
method of administering hot, moist inhalations. The soothing effect 
of steam is desirable as an auxiliary to the medicine. 

In the many possible combinations of benzoinol we may obtain 
the antiseptic effects of carbolic acid, creosote, eucalyptol and iodine, 
the stimulating qualities of benzoin, cubeb, menthol, etc., and the 
drying property of pine needle oil. 

The camphor-menthol preparations possess antiseptic qualities. 
They also contract the capillary blood vessels of the mucous mem- 
brane, reduce swelling, relieve pain and fullness of the head, due 
to nasal stenosis in acute rhinitis, arrest sneezing, check excessive 
discharges and correct perverted secretions. 

In the attacks of sore throat that occur during the spring and 
autumn changes of the weather, where we find the rheumatic or 
gouty diathesis, salol and wintergreen are indicated for topical appli- 
cations, in addition to the internal administration of sodium salicylate 
and lithium. The following formula is well adapted for this pur- 
pose: 


Salol..... 


aie bie 3 per cent. 
Oil of gaultheria............... sin soeiensines sane Ses HT 
gL Nic ci) Retin Sarton de eens Reomtee Oy, AWty SSme ye epee 2 es 
E5010) 7.) 1) 0) RRO A aS eee Qe oe opt EMRE ee op ee ae: 


Patients can use this spray three or four times daily with a hand- 
atomizer for home treatment and derive much comfort and benefit. 

In tuberculosis of the nose and throat, whatever in the least miti- 
gates the unhappy condition is worthy of our consideration. The 
atomizer puts some power of local self-treatment within the reach of 
the sufferer. It is possible for the patient to cleanse, disinfect, stim- 
ulate and protect the diseased membranes as far downward in the air 
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‘tract as the larynx, at least. For such purposes, in the preulcerative 
stage, the following formula is indicated: 


Arie. Samm asdesal iced otintiaeases, BO A GRE: 
Menthol LS ASS Be SRSA ih a ahere Sct OS 
Benzoinol VET De Tne eRe me he re ree Na 


After ulcers have formed and difficult and painful swallowing be- 
come prominent symptoms, the following formula can be advantage- 
ously employed by the patient: 

CSS RE Re SE Ey SAR He PS 
Carbolic acid. 
Oil of tar... eons 
Oil of wintergreen ... 





OEE feet A 





Self-treatment with this spray will not interfere with the phy- 
sician’s application of cocaine, eucaine, acetic acid, etc., according 
to the indications in each case. 

In the most common catarrhal conditions of the nasal passages the 


formula that follows has given especially good satisfaction: 


Camphor-menthol.................... ja nciddnnene:§ Pet cent. 
Pine needle oil 2 
INE ia isntnccticsnipicclen feiesnilaicii degtipessaccelsa’ A 
CTT (ee EE I NC Ld 


For those numerous cases in which there is too great activity of the 
mucous glands, the siccative effect of the pine needle oil is indicated, 
in addition to the camphor-menthol. The eucalyptus is antiseptic, 
destructive to low forms of life, and pleasant, and the soothing and 
protective qualities of the benzoinol are all that could be desired. 

103 State Street. 


Aid to the Early Diagnosis of Tuberculosis by Injections of Arti- 
ficial Serum. 


Twenty c. c. injected subcutaneously in a normal healthy person 
produce no febrile reaction, but in a person with tuberculous lesions 
the temperature rises to 100° or 103°c. in the course of nine hours, 
returning to normal by the end of twenty-four. The temperature 
must be taken, commencing a few days before, to determine the ab- 
sence of fever, and every three hours afterward. The reaction is not 
positive unless the temperature attains 100°. (Sem. Aed., Nov.) 











AN ADDITIONAL NOTE ON THE TREATMENT OF .STRIC- 
TURES OF THE EUSTACHIAN TUBE BY ELECTROLYSIS. 


e BY ARTHUR B. DUEL, M.D. 


Aural Assistant Surgeon New York Eye and Ear Infirmary; Assistant Surgeon (Throat 
Department) Manhattan Eye and Ear Hospital; Consulting Aural Surgeon 
Willard Parker and Riverside Hospitals. 

In the July, ’97, issue of THe LAryNnGoscopg, the writer published 
an article on ‘*The Rapid Dilatation of Strictures of the Eustachian 
Tubes by Electrolysis, with a Report of Cases,’’ 

The subject has awakened so much interest, and has brought so 
many inquiries in regard to the permanency of the effect produced, 
the details of carrying out the treatment, etc., that this means is taken 
of replying, with some improvements added, which have been found 
to be of considerable advantage. 

First of all, to those who have reported failures with the method, 
the writer would suggest that they are probably due either to the se- 
lection of unsuitable cases or an improper use of the electricity. 
While it was suggested that this means of carrying the negative pole 
of the galvanic current directly into the tympanum might be of value 
in cases of the sclerotic variety of catarrhal middle ear disease, even 
when the tube was very patent, it was not for such cases that the pro- 
cedure was advocated. It was only in those cases where there is de- 
cided narrowing or complete stenosis of the Eustachian tube, occur- 
ring in chronic tubal catarrh, alone, or in connection with chronic 
catarrhal otitis media, that relief can be promised, and it is safe to 
say that, in such cases, the promise of improvement in hearing and 
relief of tinnitus, either partial or complete, may be made with con- 
siderable certainty. In cases where there is distinct evidence of 
labyrinthine disease, or in residual purulent cases, accompanied by a 
narrow tube, the relief afforded by opening the tube may be consid- 
erable, or none at all; so that, while it is justifiable to dilate such 
tubes, the hope of relief promised should be very guarded. 

To those who have used the method properly, in suitably selected 
cases, it seems indisputable that it will accomplish the mechanical re- 
sult of opening a stenosed Eustachian tube much more easily and per- 
manently than any other method. The improvement in hearing, 
tinnitus, vertigo, etc., which follows, will naturally depend upon how 
much of it is due to the closure of the tube. 
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Certain points in carrying out the treatment cannot be too strongly 
insisted upon, if one wishes to get the best results with the least dis- 
comfort to the patient. It is absolutely essential that a reliable milli- 
ampere-metre should be used to measure the current strength, and 
that a rheostat be employed, which will enable the operator to increase 
or decrease the amount very gradually, thus avoiding any sudden 
make or break in the current. It has been found also of great ad- 
vantage to have some arrangement by which the voltage can be regu- 
lated. This is particularly important where street currents of high 
voltage are employed. For this purpose volt-metres have been de- 
vised with which any number of volts, from one to the full number, 
can be turned on. One of these, made by Vetter & Co., in use at 
the New York Eye and Ear Infirmary, is very satisfactory. They 
are quite expensive, however, and for all practical purposes, a few 
lamps of different candle power, arranged with switches so that they 
can be thrown in shunt, may be used to cut the voltage down to the 
pointdesired. Mr. Vetter has made for the writer such a switchboard, 
with which the operator can, at will, turn on twenty, forty, sixty or 
one hundred and twenty volts. Those who use a battery can easily 
arrange a switchboard with which they can select a few cells at a 
time, and thus get about the voltage they require. Ordinarily, twenty 
to forty volts will be sufficient. It is a good rule to get the current 
strength desired (i. e., two to five milliamperes) by using a com- 
paratively low voltage—say twenty to forty volts—and turning the 
rheostat down quite firmly, rather than by using a high voltage and 
turning the rheostat down only a little. The advantage of this 
plan is that it seems to be less painful to the patient, especially in 
cases where as high as five milliamperes current strength seems 
necessary to obtain the electrolytic action desired. 

The naso-pharynx should be cleansed with Dobells or Seilers solu- 
tion and anesthetized with a spray of 4 per cent solution of cocaine, 
or, perhaps, better, by passing a swab of cotton, saturated with the 
same solution, over the course to be followed by the tip of the cath- 
eter, thus accomplishing the double purpose of anzsthetizing the 
parts and cleansing the Eustachian orifice of any mucus which may 
be lodged there, The position of the Eustachian orifice should al- 
ways be ascertained previous to passing the bougie by catheterization 
(with a pure silver catheter, the curve of which can be changed un- 
til it fits each case accurately) and inflation, the operator satisfying 
himself that the catheter is properly placed by the diagnostic tube. 
In any case where the tube is so much stenosed that no air is heard 
to enter the tympanum on inflation, no attempt should be made to 
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pass the bougie without previously ascertaining with the post-rhino- 
scopic mirror that the tip of the catheter is accurately placed in the 
Eustachian orifice. The catheter having been properly molded for 
the case can best be insulated by winding a narrow strip of rubber 
tissue, such as is used in surgical dressings, spirally around it from 
the tip to the funnel end. This is quickly done, insulates the cath- 
eter perfectly, and can be renewed each time, thus allowing thorough 
sterilization by boiling, which was not possible with those insulated 
with silk and shellac. The bougies are now made of gold instead of 
steel, the advantage being that they do not corrode, They are not 
much more expensive at first, and, in the long run, much less so than 
the steel ones. 

A point of considerable importance in the operation when the 
bougie has been passed up to the point of constriction, and the cur- 
rent turned on, is that the attempt should not be made to push through 
the constriction too rapidly, as it takes a minute or two (sometimes 
more) for the softening of the constriction to take place. The best 
plan is to turn on two milliamperes and hold the bougie against the 
constriction with a moderate pressure for one minute. If the con- 
striction is not then felt to soften up and allow the bougie to pass 
slowly through it, another milliampere should be turned on for an- 
other minute, and so on up to five, if necessary. If the patient com- 
plains of dizziness or too much discomfort the current strength will 
have to be maintained for a longer period of time at a lower point. 
If the constriction still resists after a contact of five minutes, it is 
better to desist and wait for another week, rather than renew the at- 
tack with a smaller bougie at the same sitting. In two or three 
cases the most brilliant results have been obtained where the bougie 
failed to pass through at the first attempt, the tube being found, on 
inflation two or three days later, to be much more patent, and a week 
or two afterward allowing the same sized bougie to pass with com- 
parative ease. 

In regard to the frequency of the operation and duration of the ef- 
fect, it is best to bougie, wait two days, inflate, and then repeat the 
inflations every two or three days. If, at the end of a week, no im- 
provement in the patency of the tube is noticed on inflation, it should 
be bougied again; if there is marked improvement the inflations are 
kept up and the tube not bougied again so long as improvement con- 
tinues. When decided improvement has taken place, but goes no 
farther, and the tube still seems narrower than it should be, the pro- 
cess is repeated with the next larger bougie, and so on, until the pa- 
tient is entirely relieved or.the tube so patent that it is evident that 
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it can no longer be considered the cause of the distressing symptoms. 
In some instances it has seemed unnecessary to bougie the tubes a 
second time; in most cases, however, it has been repeated a number 
of times at varying intervals before the tubes seemed sufficiently 
patent. Having once been well opened, they have -seemed to re- 
main so indefinitely; two cases have now remained open for more 
than a year, and many others for periods of several months, requir- 
ing only an occasional inflation to maintain whatever benefit was at 
first derived. 

A large number of selected cases, now being treated by this method 
at the New York Eye and Ear Infirmary, under the direction of Dr. 
J. F. McKernon and the writer, will be reported later on. 

109 Madison avenue. 


Cyst of the Auditory Canal. 

This very rare condition was observed in a male patient, fifty-three 
years of age. He complained of a buzzing in the right ear, and felt as 
though the passage had gradually become occluded in the last few 
months. Watch was heard on contact, and when placed against 
cranial bones. Objective examination showed right auditory canal 
occluded near external opening. Obstruction was covered with 
cuticle. Probe proved it to be soft and elastic. The growth com- 
pletely filled the canal and arose from a broad base on the anterior 
wall, but only touched the posterior wall. During the examination 
patient stated that he heard better as the tumor was forced forward. 
An exploratory puncture was made with a hypodermic needle and 
the contents found to be a serous fluid. A crucial incision was 
made, and the cyst curretted with a sharp spoon. The patient was 
discharged on the fourth day, cured. This condition is a very rare 
one. 

Another cyst in the neighborhood of the cartilaginous portion of 
the Eustachian tube is reported by the same observer, occurring in a 
tuberculous patient, male, forty-nine years old. The growth originated 
in Rosenmiuller’s furrow, and grew downward and forward, covering 
the cartilage of the tube and pressing on the anterior wall, thus 
causing a diminution in the lumen of the tube. —Prof. Joseph Gruber. 
—(N. 7. Polyclinic, Dec. 15, 1897.) LEDERMAN. 








NEW INSTRUMENTS. 


AN APPARATUS FOR WARMING SPRAYS IN TREATING 
DISEASES OF THE NOSE AND THROAT 
AND BRONCHIAL TUBES. 
DESIGNED BY DR. L. C. CLINE, OF INDIANAPOLIS. 

The cut shown herewith represents a spray-warmer I have had in 
use, and have thoroughly tested, for one year. It consists of a metal 
box of Russia iron or copper, nickel plated. 

The box is seven and one-half inches in length, five and one-half 
inches in width and three and one-fourth inches in depth. The lid 





Ines 


has attached to it six candle-mold tubes, projecting into the box to 
receive the spray-tubes. It has two sliding dampers, by which the 
temperature can be accurately regulated to any degree of heat re- 
quired. 

Ample heat is furnished by a ten or sixteen-candle incandescent 
lamp. After once regulated it requires no further attention. 
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In my experience, warm medicated oil sprays are very valuable in 
treating laryngeal and bronchial troubles. Warm sprays have many 
advantages over cold ones; they do not produce a shock and are 
much more agreeable to patients. I do not believe that everything 
can be done with sprays, but they have their place and use. 

This apparatus is far superior to any water-bath or other spray- 
warmer with which I am acquainted. 

The apparatus can be secured by communicating with W. A. 
Heckard, 28 East Ohio street, Indianapolis, Ind. 

Willoughby Building. 


AN ADENOID FORCEPS. 
BY CHAS. H. KNIGHT, M.D., NEW YORK. 


An attempt has been made to combine in this forceps the good 
features of several other instruments. In the first place the blades are 
large and have extensive and sharp cutting edges. They are, there- 





fore, capable of rapid execution, so that but few insertions of the in- 
strument are necessary. Under the partial anesthesia desirable in 
adenoid cases, it is certainly an advantage to be able to operate 
quickly. . The blades being well rounded are found to pass into the 
naso-pharynx with perfect ease even in young children. 

The handles are furnished with rings, to give better control, and 
are placed at such an angle as to permit the hand of the operator to 
assume an easy, natural position. 

The joint is placed well back on the niadion in order that a slight 
separation of the fingers may insure a wide opening of the blades. 
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‘The curves of the shank obviate the danger of nipping the uvula 
when the blades are closed. 

The instrument is made as light as possible consistently with 
strength and efficiency. A heavy forceps gives greater power. at a 
sacrifice of the tactile sense, whereas a light one enables the operator 
to feel more accuratety what he is doing. 

No claim for originality is made, but the instrument is presented 
because it has given me more satisfaction than any other that has 
come to my notice, 

147 West 57th street. 


For Inhalation in Catarrh of the Upper Air Passages. 


Dr. Kafemann recommends as extremely effective the following 
combination: Menthol, 4 pints; eucalyptol, 214; turpinol, 2; es- 
sence of pine, I. (Semaine Med., Nov. 17, 1897.) A few drops 
of this liquid are poured into a*bottle, which is warmed over an al- 
cohol flame. Balsamic vapors immediately fill the bottle and these 
the patient inhales through a tube. 


SCHEPPEGRELL. 


A « WRINKLE.” 
BY J. A. PRATT, M.D., AURORA, ILL. 


We frequently wish to make a continuous application of heat or 
cold to some part of the neck or head, and find it exceedingly incon- 
venient to change the cloths employed, while the result is not as sat- 
isfactory as when the temperature is even and of the degree we wish. 

I have found it convenient to have a number of the following de- 
vices to loan out in accident cases, etc. : 

Take five yards of one-quarter-inch rubber tubing and make a 
compact coil about three and one-half inches in diameter, leaving 
two yards for the inflow and one yard for the outflow. The weight 
is minimum and, with syphon, action can be obtained, dry or moist, 
heat or cold, as desired. 

These are easily made at the home and the results more than pay 
the trouble. 
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EDITORIAL. 


ASEPSIS IN OFFICE PRACTICE. 


The necessity of asepsis in surgical practice is now so well estab- 
lished that the surgeon who does not carry out all its details is liable 
to severe condemnation. 

In office practice, however, these rules are not so rigidly enforced, 
and a number of physicians have made themselves subject to criti- 
cism on this account. In the practice.of ear, nose and throat dis- 
eases, the necessity of using aseptic instruments is clearly evident. 
Although the nasal mucus has undoubtedly some innate capacity of 
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resisting infection, we also know that the mucous membrane of the 
nose has great powers of absorption, as it is not infrequently seen 
when cocaine is applied. The mucous membrane of the throat and 
mouth also have this power of absorption, though to a less degree. 
The fact that specific infection has been carried by Eustachian cathet- 
ers, and that mild forms of acute suppurative otitis media have been 
transformed into more violent types through the agency of ear specu- 
lums, is sufficient evidence of the necessity of using due precaution 
in this matter. 

The instruments used in these cavities should therefore be pre- 
pared for each patient with every regard to asepsis. It is not sufti- 
cient to simply wash the tongue depressors, speculums and other in- 
struments with water and place them in a weak carbolic solution be- 
fore being used; they should first be thoroughly disinfected by plac- 
ing them in a sterilizing apparatus for ten minutes. The writer has 
found an electric sterilizing apparatus convenient for this purpose. 

This method will, of course, necessitate a number of extra instru- 
ments, but economy in this particular is by no. means profitable. 
Patients soon realize who is and who is not careful in the preparation 
of his instruments, and a little adverse criticism in this respect may 
be productive of much harm. 

In preparing solutions for syringing the ear, nostrils, or accessory 
cavities, the means usually adopted of judging the temperature, by 
the nurse inserting her finger, is neither accurate nor clean. Heat 
and cold are relative conditions, and if the hand which is testing the 
solution has just previously been in cold water, warm water will ap- 
pear hot and vice versa. The solution should be mixed with a ster- 
ilized glass rod, and the temperature ascertained by means of a 
chemical thermometer. A temperature of 105 degrees F. will be 


found the best suited to the majority of cases, although 110 degrees 





is usually not disagreeable and often preferable, especially in acute 
inflammatory conditions. } 

Not only should the instruments of the physician be kept in proper 
condition, but the same rule applies to every part of his office. A 
dusty neglected apartment is very apt to leave its impress on the 
mind of the patient, who will probably judge the physician and his 
instruments by the same standard. Success in this branch of medi- 
cine, as in others, depends upon close application and attention to 
details, and the proper care of the instruments and fixtures of an 
office is by no means the least of these. 


SCHEPPEGRELL. 














SOCIETY PROCEEDINGS. 


THE NEW YORK ACADEMY OF MEDICINE. 
SECTION ON LARYNGOLOGY AND RHINOLOGY. 


December, 1897. Joseph W. Gleitsmann, M.D., Chairman; T. P. 
Berens, M.D., Secretary. 

Dr. Robert C. Myles presented to the Section a boy upon whom 
he had operated for deflected septum by Gleason’s U method. The 
boy first presented himself at the clinic two months ago with a de- 
flected septum, and his condition was so extreme that no air could be 
drawn through the nostril. He performed Gleason’s U operation. 
After he had sawed through the septum and had gotten the part to 
hang by that part which represented the open space of the letter U, 
he had some difficulty in pushing it through into the concave nostril ; 
but when it did go through, it did so with a ‘‘pop.’’ The mucous 
membrane of the convex side was in contact with the cut surface 
along the nasal spine of the superior maxillary bone, and the mucous 
membrane united with the cut surface without having been absorbed. 
Since the operation he has had perfect breathing, and there has oc- 
curred perfect union throughout. He was astonished at the behavior 
and the good results obtained. Any other cutting operation was 
more severe. The doctor considered this operation quite simple and 
the results very good, and adapted to this particular class of cases. 

Dr. Francis J. Quinlan expected to show the Section a typical case 
of pharyngo-laryngo-mycosis, but the case had disappeared; he 
hoped to be able to show him at the next meeting of the Section. The 
case was a typical one of the disease, the spores showing from the 
lateral walls and base of the tongue, and he thought the picture was 
a typical one. 

Dr. Knight asked Dr. Myles if the intra-nasal tube was necessary ; 
he understood Dr. Gleason to say that it was not. 

Dr. Myles answered that the tube was not really necessary. In 
such extreme cases where there was so much resistance in the upper 
part, he preferred to use a tube that stayed in without pressure. Any 
extra pressure will prevent union. 

Dr. Robert C. Myles presented several patterns of punch and die 
forceps, which were to be considered in connection with his paper 
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which he was to read later. Three of them were of his own con- 
struction. One was made after the Farlow pattern, made by Meyro- 
witz; one is an adaptation of the Gradle adenoid forceps handle, 
which is very strong, and will remove the average tonsilar tissue 
cleanly and without the usual dragging of the fibrous tissue; made 
by Ermold. He also presented Teet’s and Hartman’s punch for- 
ceps, which he sometimes used. A vulsellum and tenaculum hook 
he had found very serviceable. He called the attention of the Sec- 
tion to one knife which he recently had had constructed by Ermold. 
It was 7 inches long, had a slender shank about 3% inches in length 
and 3% inches of flat handle. It was made in the shape of a scythe, 
forming a complete half circle, the diameter of the circle being about 
six millimeters. It was so constructed that the one knife will serve 
for severing the tonsils from their investing sheaths on either side. 
For instance, on the right it cuts upward and on the left it cuts down- 
ward; it will also cut by turning the handle, or moving it either up- 
ward or downward. He endorsed it as a complete success. The 
speaker also recommended the probe-pointed knife, presented some 
time ago by Dr. Beamon Douglas, which was especially useful in 
splitting open crypts. 

Several other instruments were presented by Dr. Myles. 

Dr. D. Bryson Delavan presented some improved electric needles, 
both uni-polar and bi-polar. He also presented an original device 
for holding the above and for connecting them with the conducting 
wires. These instruments were intended for the application of elec- 
trolysis to the nasal cavity and, in certain cases, to the pharynx. The 
object aimed at in their construction had been to make the whole ap- 
paratus so light that the needle, or needles, could be inserted into the 
tissues and allowed to remain there during the passage of the electric 
current without being held by the hand of the operator. To make this 
possible, the old-fashioned handle, with switch, etc., had been entirely 
done away with and a very small and light socket substituted. The 
conducting wires had also been reduced to the finest size, and were 
as light as they could well be made. The use of the switch is gen- 
erally not necessary in this work, as it is a better practice to insert 
the needles first and then slowly and carefully apply the current. The 
needles which accompanied this apparatus were of the very best and 
finest workmanship. They were made of platinum-iridium and had 
been constructed in assorted sizes and lengths. Some were cylin- 
drical and others flattened. The instruments had been constructed by 
Mr. J. C. Vetter, of Meyrowitz & Co., from suggestions made by- 
the speaker. 
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Dr. Joseph W. Gleitsmann gave a demonstration of Kirstein’s 
latest improved instruments for simplifying autoscopy. It was the 
method that Dr. Kirstein showed to him last summer. He said that 
two years ago he had the honor of demonstrating the use of the in- 
strument before the Section. The instrument was one that enabled 
one to get a view of the larynx very easily; another feature of the 
instrument was that it enabled other physicians to get a view through 
at same time. The light attachments were also ahown. The whole 
instrument really consisted of but little else than a tongue depressor, 
with the proper light attachments. 

Dr. Gleitsmann also showed another instrument which Dr. Teube 
demonstrated at Moscow. He found it a very useful instrument. It 
was for the purpose of making applications to the larynx of nitrate of 
silver. Nitrate of silver was fused on the end of the instrument; the 
instrument itself was filled with a solution of chloride of sodium; 
after applying the silver nitrate to the parts its action is stopped by 
the injection from the syringe of the chloride of sodium solution, 
which neutralizes the silver. The instrument was made in Berlin. 

Dr. Robert C. Myles presented an anatomical wet specimen, show- 
ing the relation of the carotid and ascending pharyngeal arteries to 
the tonsils. A section had been made on each side through the pos- 
terior lateral wall of the oro-pharynx, and a string had been placed 
around the artery. This demonstrated that the artery, in this speci- 
men, in its normal position, is situated from one and one-eighth of an 
inch to one and one-fourth of an inch posterior to that part of the 
palate which is usually selected for the incision in peritonsillar 
abscesses. It was also noted that the artery was from one-fourth to 
one-third of an inch external to this line of incison when made antero- 
posteriorly. The tonsil was dissected from its basic capsule and was 
still attached to the inferior part of its receptacle; this shows a peri- 
tonsillar space and a rather extensive area, in which pus may accumu- 
late anterior to the superior constrictor muscle, and also the avenue 
through which pus may burrow through and under the anterior in- 
ferior edge of the superior constrictor muscle. 

The vessels had been injected with a mixture of linseed oil, whit- 
ing and carmine. 


Basil and Basilateral Diseases of the Faucial Tonsils, with Im- 
proved Instruments for Treatment of Same. 

A single reference to the Index Medicus will show the faucial ton- 
sils to have been a perennial source of attack, not only for any bac- 
terial and other inflammations, but also for the laryngologist anxious 
for the subject of a paper. ‘ 
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As I have said, over-much has been written about these organs, and 
while I hesitate to approach the subject, I think I am justified in call- 
ing your attention to the pathological conditions at the base and at 
the contiguous sides of these troublesome organs, which are often 
overlooked and neglected. ; 

I have seen diseases in the above mentioned areas, of which neither 
the anatamo-pathological conditions are adequately described, nor the 
details of what I consider a correct surgical treatment for them, given 
in a manner which is withal complete and sufficiently forcible. Most 
writers in describing one of these conditions of which I treat, speak 
of them as adhesions to the pillars of the fauces. Now, it is this con- 
dition which I claim is very rarely found, and is of little pathological 
importance. The conditions, which I shall consider, are first an 
hypertrophy of the tonsils, extending outwardly and laterly into the 
tissues of the neck or ora-pharynx and soft-palate, as distinguished 
from those cases where the tonsils extend into the free pharyngeal 
space, and are more or less pedunculated. 

The anatomy of the tonsils, their structure and their relations to 
the blood vessels and contiguous tissues, are of importance in this 
connection. They belong, generally speaking, to the lymphatic 
system, the mucous membrane and the epithelium of the mouth and 
throat dipping into and lining the crypts of the gland. It was Dela- 
van, we believe, who first called attention to the fact that the epi- 
thelium at the base of the glands was much thinner than at their top 
sides, which goes to account for the ready absorption of septic ma- 
terial, and explains the fact that diseases of this part of the organ are 
much more liable to spread to the neighboring parts and to produce 
general infection. 

The physiology and functions of the tonsils need not detain us. 
Many theories and plausible suggestions have been advanced, but 
none have been scientifically sustained. The oldest advocates con- 
tend that the tonsils secrete a substance which aids deglutition; 
others, that the tonsils are blood-elaborating organs; and still others, 
that they are the habitat of phagocytes, acting as sentinels, to prevent 
foreign matter from entering the body, either through the throat or 
through the blood. 

The causation of tonsil hypertrophy and disease has been the 
source of volumes of useless discussion. It seems to be the nature of 
lymphoid tissue in certain individuals to undergo hypertrophy. In 
the tonsils of one case, for instance, the hypertrophy will be confined 
chiefly to the apex; in others, it is confined exclusively to the base, 
and it may be in another case in both the apex and the base. The 
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rheumatic theory concerning the causation of tonsilar disease has been 
advocated by able writers. They, however, rely much more upon a 
surgical than upon the rheumatic treatment. The tonsilar tissue, in 
my opinion, becomes thickened by repeated inflammatory conditions, 
and by a peculiar disposition of the individual to adenoid hyper- 
trophy. The functions of the glands become perverted by the me- 
chanical pressure and form a favorable nidus for bacterial activity, 
and we find, as a _ result, basic hypertrophy, retained secretions and 
purulent collections. 

Naturally, the hypertrophy of which I am particularly speaking, is 
found at the base or on the sides of the tonsil; that is, basic or basi- 
lateral hypertrophy, which pushes out the tonsil into the pharyngeal 
space, carrying with it the faucial pillars, and giving the appearance 


of 


an attachment from inflammatory process having been formed be- 
tween the tonsil and the pillars. 
It is in such cases as these that the diagnosis needs careful atten- 
tion, and they frequently present obscure symptoms, which require 
much practical skill to determine the relationship between cause and 
effect, and it is often difficult to decide how much of this tissue should 
be removed, especially where the enlarged organ presses upon and 
makes tense the mucous membrane itself and the fibrous and connect- 
ive tissue of the subjacent investing sheath. 
The symptoms in cases of basic hypertrophy are a peculiar pharyn- 
geal cough, a soreness in swallowing, dull, aching sensations extend- 
ing upward toward the ear, redness and tenderness of the faucial pil- 
lars, protrusion of the tonsilla wall toward the median line, and occa- 
sionally a discharge of an offensive, cheesy matter from some part of 
the tonsils. 
In my experience, a small, dull curette passed into a crypt of the 
tonsil, together with the palpation, usually serves to make positive a 
diagnosis. Where the tonsil lies deeply within the cavity, between 
the pillars, the anterior pillar should be drawn forward with a dull 
hook. This manipulation usually causes the patient to gag, and the 
superficial face of the crypts will be prominently brought into view. : 
In the treatment of these cases of hypertrophy of the basic parts of 
the tonsil (I apply this description to those cases where the tonsil 
does not extend beyond the margin of the pharyngeal mucous mem- 
brane or the opercular fold of Harrison Allen) it is my practice 
partly to dissect out before excising the offending gland. For some 
time I used the electric cautery for this purpose, but not always with 
success. Later I used different forms of punch and die, or a Ron- 
geur forcep, in conjunction with an electric or a cold snare and knife. 


. 
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As a rule, this treatment gave excellent results in certain cases; was 
followed by severe inflammation from the burning of the capsule or 
the pillars, with the electric cautery. I, therefore, abandoned this pro- 
cedure for the average case and now use delicate knives, such as I 
have here, to dissect the lymphoid tissue from the pharyngeal mucous 
membrane, and from its own fibrous investing sheath. The opera- 
tion is briefly as follows: 

The tongue being depressed by patient or assistant the tonsil is 
seized with a tenaculum or vulsellaforcep. The knife is then inserted 
to a depth of three to six millimeters and passed through the anterior 
and posterior margins of the tonsil, thereby severing the connection 
between it and the pharyngeal mucous membrane. I should have 
said, that from five to ten minutes before operating, apply very strong 
solutions of cocaine (twenty per cent. to saturation) over the parts 
and also inject a two per cent. or aSchleich solution hypodermically. 
In each case I proceed with the operation only so far as the condi- 
tions justify, removing as much of the diseased tissue in one opera- 
tion as seems expedient. Some cases require but few visits, about a 
week apart; but others, especially in frail and delicate women, where 
the hypertrophy has extended deeply into the neck, the course of 
treatment should be extended over a much longer time. I have 
never, personally, had a serious hemorrhage in these cases, which 
may be due to the law of average, or because I have not wounded 
the capsular sheath, and I have found that when the dissection and 
excision are cleverly done the result is extremely satisfactory. After 
the operation strong antiseptic mouth-washes should be prescribed 
and used. 

Dr. Hodentyl has kindly assisted me in the preparation of some 
microscopic slides from a specimen obtained from a case of basic 
tonsilar hypertrophy, and these seem to show that what we have 
been accustomed to call adhesions between the pillars and the tonsil 
are in reality only the normal attachments of the tonsils to the 
mucous membrane capsule, where the normal relation between them 
has been altered through the mass having been pushed out into the 
pharyngeal space by the hypertrophy of the base of the tonsil. 

When the disease area of the tonsil is confined to a few central 
crypts, I have found the most effective method of treatment to be 
excision with the author’s lateral punch forceps. The upper beak I 
insert into the crypts, and after excising the intervening tissue, I make 
a deep excavation with a small electric point. In still other cases the 
hypertrophy seems to take place chiefly near the margins of the 
mucous membrane and the lateral investing sheath, and there is oc- 
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casional retention of secretion. The tension in such cases will be 
relieved by a simple incision between the tonsil and capsular sheath 
and sometimes indirectly causes the glands to atrophy by lessening 
the blood supply. In cases of children where tonsils grow again 
after removal, I have found that they were ones of basic hypertro- 
phic. It has been my practice in such cases, after having loosened 
the capsule with a knife as far as possible, and having excised the 
tonsil with a guillotine, to excise the base with some form of punch 
forceps. In cases of peritonsilar abscess I am accustomed first to 
apply cocaine to the region, and after carefully marking the base of 
the tonsil with the index finger, I insert a hypodermic needle in the 
soft palate at the most suspicious part, and two millimeters external 
to the firm margin of the base of the tonsil I endeavor, so far as pos- 
sible in this procedure, to so manipulate the syringe that about one 
drop of a four per cent. solution should be inserted in every three 
millimeters of the tissues. The needle being gradually pushed 
deeper, say to about three-quarters of an inch, unless it enters an un- 
resisting cavity sooner. As rapidly as possible, I then pass along the 
tract of the needle to the depth of a quarter to a third of an inch a 
sharp protected Grafe knife, with which an incision is made. If I 
find no pus, more cocaine is used and the tissues are teased apart 
with a probe or other dull instrument to a depth of from one-half to 
three-quarters of an inch, naturally following the direction toward 
the region of most concentrated inflammation. 

In my experience, after this procedure, on the second or third day, I 
am usually awarded by the discharge of pinkish pale fluid, which in 
its turn, in a day or two, is changed to a thick purulent outflow. If 
the pus is external to the tonsil it is usually found by this method 
after the fourth day from the onset of the disease, and if the focus of 
the inflammatory action is in the region of the posterior pillar, it is 
usually reached with more difficulty and later in the course of the 
disease. The preventive treatment in these cases is the same that I 
use in cases of basic hypertrophy, except that both varieties of con- 
densed and hypertrophied hyperplastic tissue in the region of the 
basic capsule is removed. 

With regard to the basic diseases caused by syphilis, malignant 
growths, calculi, elongated styloid processes, bone in the tonsil, etc., 
I need not detain you except to say that I have come across, in several 
cases, hidden gumma in the base of the tonsil which specific treatment 
has cleared up in a few weeks. I remember that I have had two 
cases of ulceration which I was led to attribute to a disturbance of 


the nerves. Of bone in the tonsil, due to exostosis of the angle of the 
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inferior maxillary bone, or to an elongation of the styloid process, I 
have seen several. I removed in one a part of the exostosis of the 
inferior maxillary thereby greatly relieving the patient. 

DISCUSSION. 

Dr. Knight said that he had but little to criticise. He wished that 
the reader of the paper had gone more fully into cases of recurrent 
lacunar amygdalitis after excision of the tonsil. He had been un- 
fortunate in the last few days in having a case of that sort; the case 
was now convalescing, but at no time could he pronounce it free from 
the risks of inflammatory processes in the stump of the tonsil. He 
thought that if we destroyed the crypts we might correct the tendency 
to suppurative inflammation. The difficulty is to accomplish the rad- 
ical destruction of the crypts. 

Doubtless the electric-cautery is one of our best resources in this 
line, but it must be admitted that the fortitude and patience required 
in undergoing a prolonged course of treatment are exceptional. 

He complimented Dr. Myles upon the anatomical specimen pre- 
sented. He thought it was instructive and shows that the common 
carotid artery is far away and not in danger of being wounded in a 
judicious incision of a peritonsilar abscess. 

Dr. Emil Mayer said that he failed to note any remarks by the 
reader of the paper on the preventive or abortive treatment of acute 
or peritonsilitis. There was no question whatever in the speaker’s 
mind that immediately upon the invasion of the disease, before pus 
was formed, that attacks of ‘‘quinsy’’ could be prevented from going 
further. We had seen patients relieved in twenty-four hours, when 
every indication pointed to the usual ten days of intense suffering, by 
the use of morphia and veratrum. 

We had procured a Farlow tonsil punch and considered it an ex- 
cellent instrument for basilar hypertrophies, and more especially for 
such broad tonsilar hypertrophies where the tonsil would not engage 
in the tonsilotome. The use of the galvano-cautery was of much 
value where a cutting operation was not permitted. He did not 
think that any discussion on this subject was complete without draw- 
ing attention to the danger of hemorrhage in adults. <A case had oc- 
curred in his practice where, after a double tonsilotomy in an adult, 
hemorrhage of an alarming character had occurred five days after op- 
eration. The hemorrhage was very severe and required constant 
pressure and careful watching for some days thereafter. There was 
no recurrence of the hemorrhage. He was never satisfied as to the 
cause of the hemorrhage so long after operation. 

Dr. Adolph Rupp spoke from the point of view of the general prac- 
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titioner and said that what the reader had told us, and that which 
had been said by some of the speakers, concerning the etiology of 
peritonsilar imflammation, rather puzzled than enlightened the gen- 
eral practitioner. Peritonsilar abscesses are usually believed to be 
secondary, but by no means all cases of peritonsilar inflammation 
become peritonsilar abscesses. He had in his care now two cases 
of tonsilitis and peritonsilar inflammation which will not become 
peritonsilar abscesses. The cases related by Dr. Myles are out of 
the ordinary run of cases, as seen in the practice of the general prac- 
titioner. In all these cases there is an unknown element at work be- 
sides the factors that have been dwelt upon. Dr, Lozucki, reporting 
from Sokolowski’s clinic at Warsaw, found the staphylococci pre- 
dominate at the beginning of these septic tonsilar troubles, and at 
the height the streptococci were in the majority to be again outnum- 
bered in the decline by staphylococci. This looked like a battle of 
cocci of varying virulence—how much all this reflected on etiology 
and treatment it was hard to say. When the speaker was a student, 
a teacher of his advised against opening tonsilar or peritonsilar ab- 
scesses for fear of inducing pyemia—but it is a fact that pyemic 
troubles following these abscesses are of the extremist rarity. Dr. 
Rupp stated that he himself had been troubled with peritonsilar ab- 
scesses at intervals of six (6) and eight (8) years, and that he had not 
undergone any such operations for radical cure as had been described 
by Dr. Myles because his tonsils were all right after the attacks. 

Dr. Phillips said that he had been much interested both in the 
paper and in the discussion. 

For some years he had rarely used the tonsilotome in adults for 
two reasons: first, on account of the occasional troublesome and even 
dangerous hemorrhage, and second, because he had in most cases 
been able to accomplish the desired results by means of the galvano- 
cautery in its various forms. 

He could not see that the reader of the paper had called attention 
to any special form of hypertrophy of the tonsil, unless those cases 
where the tonsil is almost covered by the pillars might be so considered. 

In his experience a careful destruction of the tonsil, destroying the 
partitions between the crypts by means of the cautery, together with 
breaking up of adhesions between the pillars and the tonsil, had suc- 
cessfully led to cessation of all inflammatory attacks. 

“here were, of course, rare exceptions and it would seem to him 
that only in such cases would it be necessary or advisable to resort to 
the heroic measures advised by Dr. Myles. He had recently re- 
moved a large section of an enormously hypertrophied tonsil from a 
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patient thirty-two years of age by means of the tonsilotome, and one 
week afterward there had been no apparent retraction; the base 
stood out prominently with wide-open crypts. As this patient had 
been a great sufferer from attacks of suppurative tonsilitis he felt 
that he must resort to some method which would accomplish a com- 
plete removal, and he had no doubt, the instrument, as devised by 
Dr. Myles, would prove useful. 

Dr. Simpson thought that there was a loose application of terms— 
peritonsilar abscess with hemorrhage of tonsil. He had thought 
that they were two different things; one in the tonsil and the other in 
the peritonsilar tissue. 

Dr. Berens asked Dr. Mayer if secondary hemorrhage could not 
result from the use of the cautery as well as of the galvano-cautery. 
The only severe hemorrhage he had seen resulted from the use of the 
galvano-cautery snare. It occurred on the sixth day after operation. 

He asked Dr. Myles why he did not add to his collection of instru- 
ments polypi forceps and scissors curved on the flat. 

Dr. Mayer said that the platinum loop should be heated to a cherry- 
red when the tonsil is to be removed by galvano-cautery. The pro- 
cedure should be very slow indeed. 

Dr. Berens answered that he referred to the hemorrhage from the 
use of both. 

Dr. Harris thought thatthe Section was drifting away from the sub- 
ject under consideration. 

The question of staphylococcus and streptococcus infection was a 
very interesting one. He then briefly referred to the manner in which 
a peritonsilar abscess could be formed from a simple tonsilitis ; the 
tonsil being firmly adherent, the outlet for the pus was in this region. 

Dr. Myles was glad that the discussion had brought out so many 
valuable points. In those cases referred to by Dr. Knight as follicular. 

The hypertrophied pedunculated forms did not come within the 
scope of the paper but generally cut close with guillotine and only a 
small base is left. In those cases referred to as basic follicular ones 
he uses the punch forceps. 

In regard to Dr. Mayer’s idea about septic bacteria the speaker did 
not think internal medicine would stop the trouble; some patholo- 
gists claimed that the ducts were occluded or obliterated ; the trouble 
was certainly at the base of the tonsil. The pus forms in there and 
cannot get out; the phagocytes or leucocytes should not stop the pro- 
cess. Quinsy or peritonsilar abscess was the result caused by the 
extension of infection from or through basic sheath into the peri- 
tonsilar space. He had never seen a case of peritonsilar abscess 
which was not associated with tonsilitis. 
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WESTERN OPHTHALMOLOGICAL, OTOLOGICAL, LARYNGO- 
LOGICAL AND RHINOLOGICAL ASSOCIATION. 

The next meeting of the Association will take place in Chicago, 
April 7th and 8th. 

The Committee of Arrangements report that all preparations 
have been made for a most successful meeting. It is expected 
that within a short time the programme will be ready for announce- 
ment, 

The Railroad Associations have agreed to make a fare-and-a-third 
rate for the round trip. 

Those members of the profession who are eligible to membership 
in any society recognized by the American Medical Association, and 
who have followed one of the specialties enumerated in the name of 
the association for three years, are eligible for membership and can 
make application, endorsed by some member, to the secretary. 

Members of the association desiring to read papers at the coming 
meeting should send their name, with title of paper, to the under- 
signed. 

The proceedings of the last meeting are now ready for distribu- 
tion, and same will be sent as soon as the members remit the amount 
of their dues to the treasurer, Dr. W. L. Dayton, Lincoln, Neb. 

Any information desired regarding the association can be obtained 
by writing to Dr. Frank M. Rumpotp, Secretary, 


Century Building, St. Louis. 


LARYNGOLOGICAL SOCIETY OF LONDON. 


Fifth annual general meeting, Wednesday, January 12, 1898, at 
5 p. m., at 20 Hanover Square, W. 
BUSINESS. 


1. Minutes of the last general meeting. 


2. Appointment of scrutineers of the ballot. 

3. Ballot of officers and Council for the ensuing year. 
4. Report of the Council. 

5- Treasurer’s annual statement. 

6. Librarian’s report. 


Election of Morbid Growths committee. 


ans 


Other business. 
ORDINARY MEETING—PROGRAMME. 


Minutes of last ordinary meeting. 
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. Nomination of new members. 
Report of the Morbid Growths committee. 
The following cases and specimens were shown: 


Case 1. Prof. Kanthack (for Dr. Paul Bergengriin). The leprous 
lesions of the larynx and nose (with photographs, drawings and 
microscopic specimens). 

Case 2. Mr. Henry T. Butlin. Pression diverticulum of the cesoph- 
agus, 

Case 3. Mr. Cresswell Baber. Case of nasal hydrorrhaa; analysis 
of liquid. 

Case 4. Mr. Ernest Waggett. Radical operation of frontal sinus 
disease. 

Case 5. Mr. Ernest Waggett. New instrument: turbinotomy cautery. 

Case 6. Mr. Walter Spencer. Trigeminal neuralgia relieved by 
turbinectomy. 

Case 7. Dr. Lambert Lack. Spasmodic twitching of pharynx in a 
girl aged 20. 

Case 8. Mr. Wyatt Wingrave. Microscopical specimens of the sub- 
pharyngeal cartilage. 

Case 9. Dr. Herbert Tilley. Larynx of patient shown at the meet- 
ing of November 10, 1897. 

Case 10. Dr. Herbert Tilley. Ulceration of palate in a female. 

Case 1l. Dr. Watson Williams. . Specimen of formative osteitis with 
obliteration of the nasal passage. 

Case 12. Dr. Adolph Bronner. Unusually large number of papillo- 
mata removed from a patient aged 50. 

Case 18. Mr. Charters Symonds. Adductor paralysis in a man from 
malignant disease of the cesophagus. 

Case 14. Mr. Charters Symonds. Man showing condition after re- 
moval of the right half of the larynx. 

Str. Crain Tuomson, M.D., 28 Queen Anne Street, W. 
HerBeErRT Tittey, M.D., 64 Welbeck Street, W. 


Honorable Secretaries. 


N.B.—The annual dinner was held the same evening (7.e., Janu- 
ary 12th) at the Café Royal, at a quarter to eight. 

The following is the list of officers and council of the Laryngolog- 
ical Society of London, elected for 1898: 

President—Hi. Trentham Butlin, F.R.C.S.; Vice-Presidents—J. 
W. Bond, M.D., A. Bronner, M.D., H. De Havilland Hall, M.D., 
Scanes Spicer, M.D., T. J. Walker, M.D.; Zreasurer—W. J. 
Walsham, F.R.C.S.; ZLibrartan—J. Dundas Grant, M.D.; Secre- 
tartes—Herbert Tilley, M.D., William Hill, M.D.; Cownci/—A., 
A. Kanthack, M.D., Sir F. Semon, M.D., W. R. H. Stewart, 
F.R.C.S., St. Clair Thomson, M.D., P. Watson Williams, M.D. 
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ANNOUNCEMENT. 

The last meeting of the Laryngological Section, New York Acad- 
1 emy of Medicine, for the year 1897, was held on December 22. 
The retiring chairman, Dr. J. W. Gleitsmann, expressed in well- 
chosen words his sincere appreciation for the earnest co-operation of 
the gentlemen of the Section during the past season. Owing to 
other duties, he was compelled to decline a renomination, but trusted 
that the good work accomplished by the Section would continue in 

the same progressive spirit. 

Dr. Jonathan Wright, of Brooklyn, was then unanimously elected 
chairman for the coming year. 

At the close of the meeting, Dr. Gleitsmann invited the members 
and guests to an enjoyable collation, which was served in the ban- 
quet hall of the Academy. After repeated requests, the host finally 
responded with a few happy remarks. His words bespoke the pleas- 
ant harmonious relationship existing between the members and him- 
self, and embodied the touching sentiment that this same feeling of 


good-iellowship might continue undisturbed. 


ST. LOUIS LARYNGOLOGICAL AND OTOLOGICAL SOCIETY. 


A local laryngological and otological society has been organized 
in St. Louis, and the following officers elected for the season of 1898: 
President, Dr. J. C. Mulhall; Vice-President, Dr. J. B. Shapleigh ; 
Secretary, Dr. F. M. Rumbold; Treasurer, Dr. A. S. Barnes, Jr. ; 
Executive Committee, Drs. M. A. Goldstein, F. C. Ewing and 
Jj. A. J. James. 

It is intended to hold scientific meetings once a month. 

At the January meeting, Dr. Mulhall presented a carefully-pre- 
pared paper on ‘‘ Laryngeal Vertigo,’’ and Dr. Goldstein a paper on 
‘¢ Exostosis of the External Auditory Canal.’’ Dr. Loeb showed an 
interesting case wherein there had been so much loss of nasal tissue 
that the orifice of the Eustachian tubes were visible on direct in- 
spection. 

The above papers will appear in our next issue. 

















SELECTIONS 
FROM CURRENT MEDICAL PUBLICATIONS. 


RHINOLOGICAL. 


The Clinical and Pathological Interpretations of Tic. 

In a discussion which followed the reading of the above paper 
before the New York Academy of Medicine, Dr. A. Jacobi re- 
marked that he had observed a great many cases which were caused 
by degeneration of the mucous membrane and submucous tissue of 
the nose.—(Medical News, Dec. 11, 1897.) 

This, he claimed, was due to the intimate connection of the out- 
lying branches of the trigeminus, with possible reflexes—many 
cases were cured by nasal and post-nasal treatment. He is convinced 
that epileptic attacks may be due to nasal irritation. LEDERMAN. 


A New Method for the Relief of Certain Enlargements of the 
Turbinated Bodies. 

Where the swelling is not due to true hypertrophy, but to an en- 
gorgement of the tissue, the author recommends a submucous in- 
cision. A long, thin needle-shaped knife is passed through a small 
opening in the anterior portion of the swelling, after the spot has 
been cocainized, and carried along under the mucous membrane with 
the blade pointing toward the submucous tissue, This tissue is then 
gently incised. The knife is then withdrawn through the original 
incision. The intention of this procedure is not to destroy a large 
number of blood vessels, but only as many as may be required to 
sufficiently reduce the swelling. Two punctures are enough for one 
sitting. No reaction follows this treatment and no mucous mem- 
brane is destroyed.—Dr. D. B. Delavan.—(N. 2%. Med. Journ., 
Dec. 11, 1897.) LEDERMAN, 


Diagnosis and Treatment of Affections of the Frontal Sinuses. 
Dr. F. Fehleisen, of. San Francisco, states that the importance of 
the obstruction of the ductus naso-frontalis in chronic purulent pro- 


cesses of the frontal sinuses has been greatly overrated. (J/edical 
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Record.) There are many reliable cases published in which frontal 
disease has lasted for years in spite of a free discharge of pus through 
the nose. Some cases will discharge through a fistula, although the 
ductus is patulous. 

If the mucous membrane of the frontal sinus has undergone great 
changes, it is incapable of returning to its normal condition; there- 
fore its radical removal is indicated. 

Kuhnt has suggested that the bony edge of the sinus be bevelled as 
much as possible so that no bony cavity is left, but a shallow depres- 
sion results, to which the soft parts can be pressed by a bandage. Of 
two cases treated, both recovered within one month. After opening 
the cavity, Kuhnt decides whether to remove the mucous membrane 
or to drain the cavity. 

Dr. Fehleisen, however, prefers the radical operation in all cases in 
which the opening of the ductus naso-frontalis by means of a sound 
proves unsuccessful. When the cavity has been obliterated in the 
manner described, this duct becomes superfluous and may even do 
harm by allowing inflammatory products of the nose to come in con- 
tact with the wound. 

(While this radical operation may be required in certain aggra- 
vated cases, the resulting deformity will prevent it from becoming 
popular. It should be reserved for such cases, as for instance, when 
the more conservative method of Luc and its modification by Bryan 
prove unsuccessful.—Scheppegrell. ) 


Remarks on Exploratory Puncture of the Maxillary Sinus and 
the Serous Affection of this Cavity. 

Dr. G. Kreb criticises the frequency of exploratory punctures of 
the antrum of Highmore, and doubts the harmlessness of this pro- 
cedure. (Archiv. f. Laryng., etc., No. 483.) In a number of 
cases in which the operator first found a serous and afterward a pur- 
ulent secretion, or in others in which the first attempt was negative 


and afterward successful, the author believes a possible causative 
relation exists between the two. Where a perforation is really de- 
manded, Dr. Kreb prefers the middle meatus. * 


SCHEPPEGRELL. 
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LARYNGOLOGICAL. 


Asthma and Insanity. 


Dr. W. Warren, in 7he Physician and Surgeon, in a short, practi- 
cal article on asthma, calls attention to the close relationship asthma 
often bears to insanity and the neuroses and that very often the 
asthmatic attack takes the place, in insane patients, of an neurotic 
attack. 


General Review of Certain Vocal Defects (Blesite) and Their 
Varieties. 

In this article, Dr. Chervin refers to a number of defects of pro- 
nunciation, characterized by the substitution, distortion or suppres- 
sion of a consonant. (La Voix Parlee et Chantee, No. 89, May, 
1897.) The varieties may be divided into the following groups: 
(1) Referring to the consonants, z, s, j, c, h; (2) referring to other 
consonants; (3) lisping; (4) bad pronunciation of vowels. Each 
one of these groups is carefully analyzed. SCHEPPEGRELL. 


Complications of Influenza. 

Dr. W. H. Sawyer, in Zhe Physician and Surgeon, in an article on 
this subject, calls attention to the many apparently remote complica- 
tions following an attack of influenza. Profound paralyzing effects 
on the sympathetic is often lasting, asthma, pneumonia, bronchitis, 
syncophy, thrombosis of some of the larger vessels, and even melan- 
cholia has followed an attack of this disease. 


Throat Lesions in Enteric Fever. 


In a series of four cases, the author calls attention to a peculiar 
circular shallow ulcer, with a stippled appearance, occurring in the 
fauces during the ffrst week of the disease. Acute pharyngitis is 
also present. This specific ulceration may occur at a period before 
the diagnosis of typhoid fever can be easily made from other symp- 
toms. In such cases the possibility of contagion by breath might 
occur. The throat lesions heal rapidly under an antiseptic spray. 
Laryngeal stenosis, occasionally resulting from perichondritis, in this 
disease have been reported.—Dr. Tresileau.—( Jour. of L. R. et O., 
December, 1897.) LEDERMAN. 
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OTOLOGICAL. 


Auricular Affections in Gout. 

Dr. George Gelle, Jr., states that the lesions, which are usually of 
acute form, are generally catarrhal otitis media without suppuration, 
extending to the middle ear and exhibiting redness of the tympanum 
and of a portion of the bony wall with immobility of the chain of 
ossicles, really a form of auricular gout. (Revue Hebd. de L. R. 
and O., July, 1897.) In many gouty patients there is only a calcare- 
ous deposition into the tympanic membrane, or attacks of deafness 
with vertigo and tinnitus, the vertigo being of the labyrinthine form. 

These manifestations are met with not only in distinctly gouty sub- 
jects, but also in those who have inherited a tendency to this affec- 
tion. Constitutional as well as local treatment is recommended. 

SCHEPPEGRELL. 
Abscess of the Neck Consecutive to Suppurative Inflammation of 
the Middle Ear. 

Dr. Broca favors the classification of Hamon du Fougeray who 
divides abscesses of the neck following otorrhoea into three classes: 
1. Those in which the abscess is in direct continuity with the point of 
ostitis. 2. Those in which the abscess is formed by a collection of 
pus in the jugular vein. 3. Those in which it is of glandular origin. 
(Revue Hebd. de Laryng., Otol. and Rhin., July, 1897.) He be- 
lieves that Bezold’s mastoiditis is less frequent than is stated by 
Fougeray. 

Out of 200 cases, Broca met with only one of Bezold’s mastoid- 
itis, and this was doubtful. The lower portion of the petrous bone 
is liable to be attacked with ostitis, followed by suppuration with de- 
struction of the bony tissue, similating the mastoiditis of Bezold, but 
this should be distinguished from the latter affection. 

Cervical abscess from septic thrombosis of the jugular vein ap- 
peared to be more common than considered by Fougeray. 

Broca recommends in every case of cervical abscess that it should 
be opened and its cavities explored for points of denuded carious 
bone, anunnecessary opening of the mastoid cells being thus avoided. 

SCHEPPEGRELL. 


Two Cases of Cerebral Abscess of Otitic Origin. 


The first case reported by Gradenigo is of special interest. (Azz. 
de Mal. de ? Or., No. 4, April, 1897.) A child of six years, who 
had long had an otorrheea, suddenly began to suffer from pain in the 
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head and ear, accompanied by vomiting, chills, fever, loss of con- 
sciousness, bilateral optic neuritis, complete coma, etc., but without 
alteration of the soft tissue around the ear. 

The usual mastoid operation was performed. This was followed 
by some improvement, but rigidity of the neck persisted ; temper- 
ature, 100.4°; pulse, 100°. Two days later a second operation was 
done. A large trochar-canula was forced through the dura mater, 
the portion corresponding to the tegmen tympani having been ex- 
posed, Six cubic centimeters of grayish fetid pus was aspirated. 
The abscess which was logated in the third temporal convolution was 
easily opened. In spite of the appearance of a cerebral hernia on the 
third day and some symptoms of septic infection, the patient recov- 
ered. The staphylococci pyogenes aureus were found in the pus, and 
during the pyohemic period there was found in the blood of the pa- 
tient also the lanceolated diplococci of Fraenkel. 


SCHEPPEGRELL. 


NEWS ITEMS. 


Wedding Bells. 

February 22d next is the day set for ushering into the ranks of the 
benedicts our ever-active and highly-esteemed Associate Editor, Dr. 
M. D. Lederman, of New York. THE LARYNGOSCOPE extends 
congratulation. 


A New Work. 
Dr. W. Scheppegrell’s new work on ‘‘Electricity in Diseases of 
the Nose, Throat and Ear’’ is in press, and will soon be published. 


Dr. Scheppegrell’s standing in oto-laryngology, as well as his recog- 
nized authority in electro-therapeutics, forms a combination which 
will make this work a valuable addition to the library of the spe- 
cialist and general practitioner. The work is complete in all its de- 
tails and is fully illustrated. 


Dr. Louis C. Cline. 


Dr. Louis C. Cline, of Indianapolis, has been elected President 
of the Marion County (Ind, ) Medical Society. 
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and harmless under prolonged use. 


It has Gained a Wide Reputation, particularly in the treatment of Pulmonary 
Tuberculosis, Chronic Bronchitis, and other affections of the respiratory organs. 


It has also been employed with much success in various nervous and debilitating 
diseases. 





Its Curative Power is largely attributable to its stimulant, tonic, and nutritive 
properties, by means of which the energy of the system is recruited. 





Its Action is Prompt; it stimulates the appetite and the digestion, it promotes 
assimilation, and it enters directly into the circulation with the food products. 

The prescribed dose produces a feeling of buoyancy, and removes depression and 
melancholy ; hence the preparation is of great value in the treatment of mental 
and nervous affections. From the fact, also, that it exerts a double tonic in- 


fluence, and induces a healthy flow of the secretions, its use is indicated in a 
wide range of diseases. 





NOTICE—CAUTION. 


The success of Fellows’ Syrup of Hypophosphites has tempted certain persons to 
offer imitations of it for sale. Mr. Fellows, who has examined samples of several of 
these, finds that no two of them are identical, and that all of them differ from 
the original in composition, in freedom from acid reaction, in susceptibility to the 
effects of oxygen when exposed to light or heat, in the property of retaining 
the strychnine in solution, and in the medicinal effects. 

As these cheap and inefficient substitutes are frequently dispensed instead of 
the genuine preparation, physicians are earnestly requested, when prescribing the 
Syrup, to write ‘‘Syr. Hypophos. Fellows.’’ 

As a further precaution, it is advisable that the Syrup should be ordered in the 
original bottles ; the distinguishing marks which the bottles (and the wrappers sur- 
rounding them)'bear, can then be examined, and the genuineness—or otherwise— 
of the contents thereby proved. 
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